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“On Friendliness 


REGINALD Firz, M.D. 
Boston 


Seventy-two years ago my grandfather, Dr. Edward 
H. Clarke of Boston, listed the age of the most 
important medical societies in the United States. He 
credited the New Jersey State Medical Society as 
having come into existence in 1766, the Massachusetts 
Medical Society in 1781, and the Medical Society of 
South Carolina in 1789. Anyone willing to concede 
that the South Carolina Medical Association, whose 
centennial we celebrate today, sprang from the loins 
of that other society “instituted at Charleston, De- 
cember 24, 1789,” must feel, as do I, that indeed I 
have been paid a high compliment in being invited 
to play a part at a meeting which brings together 
representatives of two of the three senior medical 
organizations in the country. For this compliment I 
am deeply grateful. 


Shortly after the Massachusetts Medical Society was 
born, one of its earliest acts was to devise a seal; a 
committee produced for the purpose what was termed 
a “Figure of Aesculapius, in his proper Habit, point- 
ing to a wounded Hart, nipping the Herb proper for 
his Cure, with the Motto: Natura duce.” While it 
must be admitted that the resultant picture as viewed 
from an artistic standpoint is neither beautiful nor 
well drawn, yet as a symbol of idealism it is, perhaps, 
more praiseworthy. 


A few years later when the Medical Society of 
South Carolina wrote its constitution and by-laws, the 
matter of a seal also seemed important. Theirs was 
described as follows: “In the center is a representation 
of the temple of Health, within whose portals is seen 
an arm extending a laurel wreath; the three steps 
leading to it are engraved with the words, “Diligentia,” 
“Scientia,” “Benevolentia,” and upon the cornice of 
the dome is seen the motto, “Sacrum Saluti.” 


One gathers that the Puritan conscience of New 
England wished to emphasize for the benefit of 
posterity the value of conservatism in medical thinking, 


*Presented at the Centennial Meeting of the South 
Carolina Medical Association held in Charleston, 


May 13, 1948. 
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Fig. 1.—The book-plate of the Massachusetts Medical 
Society showing Aesculapius “in his proper 
Habit pointing to a wounded Hart.” No replica 
can be found of the Seal of the Medical 
Society of South Carolina. 


while the less inhibited South Carolinians sensed at 
once the need of a scientific approach to medical 
problems as they arose, the desirability for ceaseless 
diligence in solving them and, above all, the value of 
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friendliness in making for a happy and well-function- 
ing profession. These three pillars — Conservatism, 
Science and Diligence, blended with Friendliness— 
have been strong enough, it seems to me, to support 
for a hundred and sixty years a peculiarly sympathetic 
understanding of each other’s interests between doc- 
tors in two such geographically distant areas as South 
Carolina and Massachusetts. This, I hope, will con- 
tinue. 


One has only to recall Benjamin Waterhouse and 
David Ramsay in the early days to perceive the pos- 
sible significance of what I have in mind. 


In the spring of 1799, Dr. Waterhouse in Cambridge 
happened to receive from England a copy of Dr. 
Jenner's pamphlet, “An Inquiry into the Causes and 
Effects of the Variolae Vaccinae;” this, of course, de- 
scribes better than anyone else has been able to “what 
renders the cow-pox virus so extremely singular is, 
that the person who has been thus affected is forever 
secure from the infection of the small-pox.” 


He studied this article with greatest zeal and at 
last determined to attempt to repeat Jenner’s observa- 
tions. From friends abroad he managed to have sent 
him some of the virus, and he first vaccinated his four 
children, then their nursery maid, and_ finally three 
servants. They all had satisfactory takes; but in order 
to control such experiments properly, he sent his old- 
est son Daniel, who was five years old, to a near-by 
small-pox hospital, inoculated him with matter from 
a patient who had active small-pox and placed him 
in the bed with another patient ill with the disease. 
Young Daniel developed no signs of trouble; Dr. 
Waterhouse remarked that a single such observation 
was worth a thousand arguments; in this fashion vac- 
cination was introduced into the United States. 


In attempting to promote vaccination nm New Eng- 
land, Dr. Waterhouse at once butted his head against 
the stone wall of conservatism. His colleagues 
ridiculed the thought that anything but harm could 
result from a cow’s disease produced in man, and they 
accused him of charlatanism and of almost everything 
else which was undesirable. Fortunately, he found an 
important ally in Dr. Ramsay. It is not known how well 
these two physicians knew each other, or, indeed, if 
they knew each other at all; It is a fact, however, that 
in January 1802, Dr. Waterhouse shipped a supply of 
virus to Charleston; that in February Dr. Ramsay 
vaccinated his son Nathaniel successfully and from 
this source—so he says—thousands of his fellow citizens 
were henceforward rendered immune. Apparently, had 
it not been for the diligence and scientific talents of 
Dr. Ramsay, the general importance of vaccination 
might have been overlooked in North America for 
many years to come; as it was, its use spread quickly 
from the South over the rest of the country. 

Dr. Ramsay must have been a man of rare per- 
suasiveness. In Boston, Dr. Waterhouse was driven to 
hire subjects to submit to vaccination in order that he 
could keep a live strain of virus at hand, while in 
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Charleston, according to the fee table employed in 
1804, Dr. Ramsay had so convinced the population of 
the importance of the procedure that the operation 


was valued at the price of nine dollars a scar. 


Nearly half a century later a second example of the 
friendly medical relationship between Boston and 
Charleston occurred. 1850 marked the date of publica- 
tion in Boston of Lemuel Shattuck’s famous mono- 
graph, “Report of a General Plan for the Promotion 
of Public and Personal Health.” Mr. Shattuck was 
not a physician but a schoolmaster; a visionary who 
thought that good health was a national asset which 
belonged to the people and which should be cultivated. 
He proposed that the State should enter the practice 
of preventive medicine by studying health through 
accurate vital statistics, by rational public health 
legislation, and by research. His ideas seemed too 
radical and were at first received coldly by conserva- 
tive Massachusetts doctors. Little by little the sense 
of his thoughts became apparent so that in 1861 the 
Massachusetts Medical Society petitioned the Great 
and General Court for the establishment of a State 
Board of Health, and in 1869 the petition was finally 
heeded. Other states followed suit; in 1877, at a meet- 
ing in Charleston, the South Carolina Medical Associa- 
tion drew up a memorial asking their legislature for 
a State Board of Health. It took the doctors here only 
one year to accomplish what had taken nineteen in 
Massachusetts, and the results were much better as 
the Medical Association was designated the Board, 
thus leaving the administration of public health in 
the hands of the medical profession, where it properly 
belonged. This was an example of another idea de- 
veloped conservatively and against opposition in 
Massachusetts but carried forward more diligently and 
scientifically in South Carolina. 


In recent times, when matters of medical economics 
grew to seem important, the mutually sympathetic 
thinking of South Carolina and Massachusetts became 
evident for a third time. Four years ago, in 1944, the 
South Carolina Medical Association postulated a 
significant program for the care of its people. The gist 
of it can be described in a few words: cooperation and 
understanding among all groups of individuals con- 
cerned with providing and improving medical care is 
essential; adequate medical care for those unable to 
pay for it must be provided through the use of public 
funds; voluntary plans to meet the costs of medical 
care must be formulated and should include all pos- 
sible individuals and groups of individuals; hospital 
facilities must be made available in areas needing 
them; medical practice and education must in no way 
fall under political domination or control. Two years 


later the Massachusetts Medical Society, using 
different words, expressed almost an_ identical 


philosophy: adequate medical care must be available 
to everyone regardless of their ability to pay for it; 
any successful medical care plan must depend on co- 
operation between the public, the doctors rendering 
the professional care, and the agencies administering 
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it; the provision of medical care for those unable to 
provide it for themselves is the responsibility of the 
local or state government the costs of medical care 
to those who can afford to pay for it must be met by 
direct payment or by voluntary insurance for such 
expenses. And the physicians of both South Carolina 
and Massachusetts agreed that better public health 
education is vitally important so that everyone may 
learn to utilize the knowledge which modern medicine 
has to offer in the prevention, recognition and manage- 
ment of illness. 


I have come to the conclusion that the cement which 
has bound together, for so many years, Science, 
Diligence and Conservatism in the medical thinking 
of South Carolina and Massachusetts must have for 
its most potent ingredient the element of Friendliness. 
his, I believe, still is powerful. The personality of a 
few ambassadors of good will who have lived in 
Massachusetts seems to have left there some of the 
characteristic warmth of South Carolina and to have 
brought back the knowledge that people in our chilly 
climate actually look upon life and medicine much as 
do they and their friends in the South. The influence 
of these ambassadors has proved invaluable. 


Dr. Jacob Rhett Motte graduated from Harvard Col- 
lege in 1832 and during his junior year meticulously 
kept a diary of his college doings. Evidently he was a 
delightful youngster, brought up in Charleston, well 


connected in South Carolina on both sides of his 
family, blessed with pleasing manners, good looks, and 
a gay heart. He found life at Harvard much to his 
taste—and no wonder since everyone appeared to like 
him. He studied reasonably hard, danced through a 
pair of new pumps during a single Boston season, met 
everyone worth meeting, was made to feel like a son 
by President and Mrs. Quincy, like a brother by their 
two daughters, and he felt equally at home in all the 
great houses on Beacon Hill. He was one of the few 
undergraduates of his day to own a velocipede and on 
this contraption was able to travel between Cambridge 
and Boston more rapidly and cheaply than by other 
means of transport so that he spent a good deal of 
time investigating the latter metropolis. He found the 
young ladies fairly attractive although on the whole 
they compared unfavorably with the ones he re- 
membered as decorating Wentworth Street amid 
gardens and balconies. He left behind a multitude of 
friends; he closed his diary with the words, “Three 
years shall I study medicine in Boston! Well, I shall 
endeavor to forget where I shall be, and not know 
whether in Boston or Charleston by my exclusive 
devotedness to my studies.” 


Something occurred to change his plans so that he 
conducted these devoted studies at the Medical Col- 
lege of South Carolina; Harvard’s loss, no doubt, was 
the College’s gain. This, however, is beside the point; 
the point is that he founded in Boston an everlasting 
sense of South Carolina friendliness and took away 
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from it a pleasant loyalty to its peculiar customs. He 
proved a magnificent ambassador. 





Fig. 2.—A view of Charicston in the time of Dr. Motte 
and the early days of the South Carolina Medi- 
cal Association. 


Dressed in more modern costume, there have been 
a procession of others like him who have since fol- 
lowed in his footsteps: William Weston and George 
Benet of Columbia, Joseph White of Greenville, and 
John Boone of Charleston, to mention a few of recent 
times. 

Thirty-eight years ago Dr. Weston became a 
Bostonian in a single month by taking a summer 
course in pediatrics there. It was under the supervision 
of Professor Thomas Rotch and was conducted by 
such junior instructors as John L. Morse, Maynard 
Ladd, and Henry I. Bowditch all of which sounds 
inconsequential. Yet in this brief time he managed 
to make a host of friends: perhaps he told unforget- 
table stories of the South, demonstrated the proper 
ritual on warm summer evenings of julep making, or 
perhaps he merely brought to Boston great kindliness 
in the art of caring for sick children. In any event he 
quickly became adopted as a favorite son; later his 
Bostonianism made it possible for delegates from the 
South Carolina Medical Association to become well 
acquainted with delegates from the Massachusetts 
Medical Society at meetings of the American Medical 
Association. More than once they have supported, to- 
gether measures which he believed were best for the 
common good—a difficult feat of strategy had he not 
known the Massachusetts men almost as well as he 
knew the delegates from his own state and had he not 
acquired the confidence of both groups. 

Dr. Benet came to Boston at about the same time 
but stayed longer—a shy boy when he arrived to 
occupy lodgings off Harvard Square near the College 
in Cambridge. He, like Dr. Motte and Dr. Weston, 
proved a powerful ambassador, soon planting in the 
midst of Boston another fertile crop of South Carolina 
good-will and bringing back, in return for this, surgical 
ideas from Dr. Harvey Cushing, medical ideas from 
Dr. Henry Christian, and affectionate memories of all 
his friends. 

This is the way it has gone for over a century; the 
Harvard Medical School will always be grateful for 
the students who have come from South Carolina, 
bringing with them ambition and high ideals, leaving 
behind friendliness, and taking away to use as they 
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saw fit, whatever Boston medicine had to offer—even 
including a Henry Asbury Christian prize. This 
particular honor is awarded to the man in the 
graduating class of the Harvard Medical School who 
appears to offer greatest promise of future success;— 
this year Lloyd Hollingsworth Smith, Jr. of Easley 
received it. 

I am sure that friendliness among doctors deserves 
emphasis. It will always be important. Even in these 
days when one can read what medical men are doing 
and thinking in all parts of the world, the impression 
received from meeting them face to face is much more 
vivid than is any impression obtained throngh print. 
Moreover, misunderstandings are better avoided, new 
knowledge is more quickly disseminated, and greater 
progress is made by talk between friends than by any 
more formal means. 
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Fig. 3.—Title page of Dr. Gaillard’s Oration delivered 
at the First Anniversary Meeting of the South 
Carolina Medical Association. 
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Therefore, I trust that during the next hundred 
years the members of the South Carolina Medical 
Association will maintain their longstanding ties with 
colleagues in Massachusetts. While their traditional 
approach to the problems of medicine by Diligence 
and Science may come to make New England Con- 
servatism seem old-fashioned and cumbersome, yet 
Friendliness, I am confident, can continue to bind 
their varied interests closely together. The sentiments 
which Dr. Peter Gaillard expressed in his oration at 
the First Anniversary Meeting of the South Carolina 
Medical Association held in Charleston, February 22, 
1849, are as memorable ninety-nine years later at the 
Hundredth Anniversary Meeting as when they were 
first spoken: May the love of learning, the constant 
striving after something better and more elevated, 
ever continue to activate not only this Association but 
also our profession the world over. 
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Symposium 


Modern Management of Certain Chronic 
Diseases of Middle Life 


SOME ASPECTS OF THE SURGERY OF 
HYPERTENSION 
William H. Bridgers, M.D. 
Columbia, S. C. 

It has been stated that cardiovascular and renal 
disease cause two hundred thousand deaths a year. 
This is a far greater number than that due to cancer. 
Of the estimated fifty percent of these patients having 
hypertension, approximately sixty percent die of 
cardiac failure and about forty percent die as a result 
of cerebrovascular accidents or uremia. 

The great majority of the total cases of hypertensive 
disease are so-called essential. hypertension. During 
the past sixteen years a great deal has been done to 
prove that many of these patients may be benefitted 
by various operative procedures on the sympathetic 
nervous system. . 

During the next few minutes I would like to discuss 
some aspects of the surgery of hypertension. 

In considering a hypertensive patient for sympa- 
thectomy a number of factors have to be determined. 
Since it is known that conditions such as, polycystic 
kidneys, glomerulonephritis, pyelonephritis, neoplasm, 
and some endocrine disorders, can produce hyper- 
tension, various studies should be carried out to help 
eliminate such causative agents. It is of importance to 
carry out tests designed to demonstrate the possibility 
of reversal of the hypertensive state as well as a care- 
ful workup of heart and kidney functions. 

Ordinarily the preoperative studies can be carried 
out during the first four days of hospitalization. Such 
a study includes a careful history and physical ex- 
amination including a neurological with special 
reference to ophthalmoscopic study; x-ray of chest 
with cardiac measurements; electrocardiograph; intra- 
venous pyelogram; PSP excretion: Mosenthal; blood 
chemistry for NPN and urea nitrogen determination; 
urea clearance; routine blood and urine examination; 
sodium amytal depressor test; as well as, frequent 
observation of pulse and blood presure. 

The eyeground changes are usually classified into 
four groups: Group I consists of arteriolar constriction 
only. Group II shows tortuosity and A. V. nicking. 
Group III consists of an associated retinitis, evidenced 
by the presence of exudates or hemorrhages or both. 
Group IV shows more advanced changes with an 
associated papilloedema. 

There is no test or group of tests which can 
accurately predict lowering of blood pressure follow- 
ing sympathectomy, however following such a study 
as outlined, poor operative risks may be found as well 


(Presented at Centennial Meeting of Association, 
Charleston, May 14, 1948.) 


as patients who probably would not be benefitted by 
operation. 

Probably the best results following sympathectomy 
occur in patients under fort: «ars of age, especially 
women, with a drop in blood pressure to near normal 
levels with bedrest, a similar drop in blood pressure 
in response to depressor tests, and in patients with 
little evidence of organic change. There are many 
exceptions however, to this criterion. Distressing sub- 
jective symptoms are seriously considered since it is 
well known that symptomatic improvement is marked 
following sympathectomy whether the blood pressure 
is lowered or not. 

Some of the contraindications to operation are as 
follows: 

Serious renal failure; serious heart disease, particu- 
larly coronary occlusion, cardiac decompensation and 
heart block; chronic glomerulonephritis; frank en- 
cephalopathy with increased intracranial pressure; and, 
a fixed blood pressure. 

Patients over fifty years of age with a diastolic pres- 
sure over one hundred and forty mm. are considered 
poor operative risks. 

Most of the operative procedures used at the present 
time consist of removal of the greater and lesser 
splanchnic nerves together with a partial or total 
sympathectic ganglionectomy. The Smithwick proced- 
ure consists of removal of the sympathetic ganglionic 
chain from the 8th thoracic through the 2nd lumbar 
ganglion along with the greater and lesser splanchnic 
nerves. A flank incision is used with resection of por- 
tions of the 11th and 12th ribs. The exposure is trans- 
diaphragmatic and extrapleural. It is a bilateral opera- 
tion, usually done in two stages 10 days apart. Some 
surgeons remove the entire lumbar chain, and during 
the past few years, some are removing the entire 
sympathetic chain from the stellate through the lum- 
bar ganglia. 

The kidney and adrenal gland can be inspected at 
operation. On occasion a small benign adenoma of the 
adrenal is found, the removal of which does not affect 
the hypertension. On the other hand, if an unexpected 
adrenal tumor, such as a pheochromocytoma, is found, 
its removal can be expected to cure the hypertensive 
state. 

Occasionally in the extrapleural approach, the pleura 
is torn; this is easily handled by positive pressure given 
by the anesthetist and aspiration of a catheter placed 
in the depth of the operative field during closure. The 
catheter is removed following aspiration. 

Postoperatively the patients frequently have some 
discomfort due to pleural pain, transient parasthesiae 
and abdominal distension. If there is a marked postural 
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hypotension following operation, the use of elastic 
stockings and an abdominal binder improve these 
symptoms. Regardless, it is usually accommodated for 
within several months. Elevation of the head of the 
bed during the postoperative period seems to decrease 
the tendency towards hypotension. Cold 
hands and nose are compensatory phenomena and 
tend to diminish after some months. 
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In the great majority of patients who have head- 
aches preoperatively there is a dramatic improvement. 
Such improvement is difficult to understand since relief 
from headaches frequently occurs following thora- 
columbar sympathectomy even when the blood pres- 
sure is not lowered to a significant degree. Obviously 
the lowering of blood pressure is not the direct cause 
of this relief. 
























































Other subjective improvement noted postoperatively, 
such the relief from apprehension, 
nervousness, agitation, and irritability is striking in the 
majority of patients. Many of these patients are able 
to resume an occupation which was not possible be- 
fore operation. 


The and _ diastolic blood pressure _ is 
frequently lowered postoperatively. The extent of drop 
varies greatly. A good number of the operated cases 
show a stabilization of blood pressure to near normal 
levels. A gradual rise in blood pressure over a period 
of years can be expected in a number of cases. Further 
denervation could be considered in some, depending 
on the results of various studies as mentioned 
previously. It is felt that the evaluation of the degree 
of the drop in blood pressure should not be made until 
6 months postoperatively. 








as dizziness, 
































systolic 


















































Decrease in the size of a previously enlarged heart 
is noted on frequent occasions following sympa- 
thectomy. A similar improvement is seen in the electro- 
cardiographs of many patients who had significant 
changes in the EKG tracings before operation. On 
occasion a return to normal has been observed. 









































Improvement in the eyeground changes in the form 
of subsiding hemorrhages and papilloedema has been 
gratifying in the majority of postoperative cases. 























Albumin and red blood cells in the urine have dis- 
appeared following operation on occasions. 








Recently there has been more evidence, obtained 
from the study of large series of postoperative cases 
over a period of years, to confirm the contention that 
adequate operation will give longer life expectancy in 
some cases. 






































In conclusion, it should be pointed out, that in cases 
of essential hypertension, meeting the requirements as 
outlined, lumbodorsal sympathectomy and _splan- 
chnicectomy seems to be a treatment of choice, in 
view of the marked symptomatic relief; frequent im- 
provement in abnormal eyeground changes and electro- 
cardiograph abnormalities; diminution in the size of 
an enlarged heart; and, frequently lowered blood pres- 
sure. 
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CHRONIC PULMONARY DISEASE 


Robert B. Stith, M.D. 
Florence, S. C. 


The medical management of chronic pulmonary 
disease has changed little except in a few specific 
instances in several years. In the short time allotted 
me I shall confine my remarks to the management of 
chronic suppurative lung specifically 
bronchiectasis. In another paper this morning the 
surgical management of lung disease will be—has been 
covered. It is the scope of this paper to cover the 
medical management of those cases which for one 
reason or another are not amenable to surgical inter- 
vention. Rarely do patients with bronchiectasis who 
have passed beyond the age of 50 have sufficient 
reserve to warrant an operation. Advanced emphysema 
and fibrosis may present intollerable deficiencies of 
blood oxygenation to the heart and brain. Patients 
with chronic asthma have proved poor candidates for 
thoracic surgical procedures. Since only a small per- 
centage of patients with bronchiectasis meet the 
indications for lung resection the remainder of these 
must be treated expectantly. 


disease, 


Modern diagnostic procedures reveal that bron- 
chiectasis is much more common than was formerly 
believed. Among chronic pulmonary diseases it is 
probably exceeded in frequency only by tuberculosis. 
Until recently no specific therapeutic measures were 
available. Heretofore treatment afforded only sympto- 
matic relief and did nothing to impede the develop- 
ment of new lesions. The introduction of newer 
methods of treatment not only provided a _ very 
definite plan of attack but has made it possible to 
dispel, to a great degree, the extreme pessimism 
which formerly prevailed both among physicians and 
patients concerning the prognosis in bronchiectasis. 
In the medical management of bronchiectasis three 
methods of approach are utilized—postural drainage, 
bronchoscopic aspiration, and chemotherapy. The 
evacuation of bronchial secretions is the keystone in 
the treatment of bronchiectasis whether it be pre- 
ventive, therapeutic, pre-operative, or post-operative. 
The proper application of postural drainage takes into 
consideration the site of the disease, the slope of the 
draining bronchi, the age, physical condition, and 
cooperativeness of the patient. Upper lobe bron- 
chietasis drains best with the patient in the upright 
(Fowler’s) position. Midzone disease drains best in 
the supine position, the diseased side uppermost. 
Lower lobe bronchiectasis requires the patient to 
bend over the side of the bed at the hips, the elbows 
resting on a low cushioned stool which supports a 
catch basin. The patient is, urged to cough and 
expectorate in this position. Bronchoscopic aspiration 
is indicated if postural treatment cannot be carried out 
or requites supplementation. Bronchial lavage with 
medicated solutions has not gained popularity. The 
value of iodized oil. instillations 
purposes is also debatable. 


for therapeutic 
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CHEMOTHERAPY: Logically a rational therapy 
must be based on possibly complete elimination of 
these potentially chronic infections. It is true that 
until recently little could be done to accomplish this 
aim. However, with the introduction of powerful anti- 
bacterial substances, especially antibotics, the long 
awaited opportunity is at hand. Over the past three 
years many investigators have found that prolonged 
treatment with penicillin and streptomycin aerosol is 
of greater value in this field than any other medicinal 
therapy thus far known. It is obvious that the use of 
an antibotic, regradless of how administered, cannot 
reverse permanent pathologic lesions, and that the 
therapeutic effect can, at best, accomplish only a 
temporary subsiding or arrest of the infectious 
process. However, an entirely different situation is 
found in patients who do not have such irreversible 
conditions, even though the existing broncho- 
pulmonary infection often is of severe character. Here, 
complete recovery, or at least prolonged arrest of the 
infection after termination of treatment is the rule, 
especially, if the duration of illness has not been longer 
than several months or a few years. Relapses are mild 
in character and are easily controlled by a short new 
course with penicillin aerosol. The beneficial effect is 
alike in children and adults whenever permanent 
can be ruled and _penicillin-sensitive 
organisms are the pathogenic ones. Six weeks of 
systematic treatment with daily doses of 200,000 or 
400,000 units of penicillin will prove in most of these 
milder cases an efficient and rational way to over- 
whelm the bacterial invaders. Continuation of treat- 
ment with gradually decreasing doses for two to six 
months, will be required to assure more definite arrest 
of the infection and prevent early relapses. 


lesions out 


A patient who presents such symptoms as persistent 
or recurrent productive cough following broncho- 
pneumonia, influenza, and the like and in whom 
tuberculosis, malignancy, and other serious conditions 
can be ruled out most probably suffers from chronic 
pyogenic pulmonary infection. Sputum examination 
which in such conditions usually reveals the pre- 
dominance of penicillin sensitive organisms should be 
done routinely before the first treatment. However, if 
for any reason this proves impossible, the prompt and 
complete disappearance of cough and bronchorrhea 
under penicillin aerosol treatment is sufficient clinical 
evidence that penicillin-susceptible bacteria had been 
responsible agents. Although lipiodol studies are ad- 
vocated in every non-tuberculous patient with per- 
sistent respiratory symptoms it will be found that 
prompt and lasting elimination of bronchopulmonary 
infection by penicillin aerosol can almost be considered 
as a therapeutic test for ruling out demonstrable frank 
bronchiectasis. 

It has been sufficiently established that high blood 
levels or penicillin can be obtained by way of inhala- 
tion. However, penicillin aerosol is, by intent, a 
topical therapy, the concentration of the therapeutic 
agent at the site of infection and not in the blood being 
its chief advantage. 
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The method of administration is as follows: 


A glass nebulizer, either the vaponefrin or DeVibliss 
No. 40, is connected by means of rubber tubing to an 
oxygen tank equipped with a reducing valve flow 
meter. 4 to 6 liters of oxygen through the nebulizer 
produces a fine mist. A “Y” tube inserted into the 
tubing between the reducing valve and the nebulizer 
allows the oxygen to escape and not pass through the 
nebulizer except when closed during inspiration thus 
the loss of the drug is reduced to a minimum. Any 
source of air pressure is adequate. The ordinary 
familiar inexpensive automobile hand or foot pump 
has proved very convenient and efficient for patients 
who were unwilling or financially unable to use 
oxygen. Children too young to use the nebulizer 
directly are treated by means of one of the head tents 
now commercially available. A head tent can also be 
improvised by means of a wooden or metal frame 
covered by transparent plastic sheet material. Here, 
too, a hand pump handled by the childs attendant 
can replace oxygen. The tent is placed over the child 
and the nebulizer containing the required amount of 
penicillin solution connected with the tent which is 
then filled with penicillin mist. An adequate supply 
of fresh air can be assured by allowing some air to 
enter the tent from the bottom. 


It has been found that it is easier and.-much more 
simple to use the triturate tablets of penicillin than 
that furnished in vials. These provide a fresh supply 
for each treatment. One or more tablets each contain- 
ing 50,000 units of crystaline G-penincillin are put 
into the nebulizer and 1 cc distilled water added. Al- 
though 4 tablets will dissolve in this amount of water 
it is recommended that*for more than two tablets at 
least 1.5 cc should be used since highly concentrated 
solutions occasionally disagree with the patient. A 
single treatment following this method takes from 
10 to 15 minutes. 


Where penicillin and streptomycin are combined 
0.5 to 1 gram of streptomycin and 200,000 units of 
penicillin are mixed in 20 cc of isotonic sodium 
chloride solution. Each cc of this will contain 25 to 
50 mg of streptomycin and 10,000 units of penicillin 
and can be nebulized at the rate of about 1 cc per 
minute and during the course of a day patients can 
nebulize 20 to 30 cc without difficulty. Combining 
these drugs does not impair the antibacterial activity 
of either. 


What is to be expected of patients with chronic 
respiratory infections who are treated with penicillin 
aerosol or a combination of penicillin and strepto- 
mycin? Defervescence, lessening of toxicity, diminution 
in amount of daily sputum, loss of its foul character, 
rapid disappearance of the penicillin susceptible 
organisms, improvement in the patients appetite and 
gain in weight are uniformly observed. It is most 
helpful in control and prevention of pheumonitis 
which recurs in many patients with bronchiectasis. 
Results are considered satisfactory when the daily 
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volume of sputum is reduced 75% or more. Olsen of 
Rochester reports a long series of cases in which more 
than half of the non-surgical cases obtained a 75% 
reduction. Of 20 patients treated with combined 
penicillin-streptomycin aerosols 18 obtained a satisfac- 
tory result. In most instances failure to respond to 
penicillin aerosol therapy was due to the presence of 
gram negative bacteria in the sputum and it is in 
these cases where the addition of streptomycin is ad- 
vocated. 





THE SURGICAL TREATMENT OF 
CHRONIC PULMONARY DISEASES 


David Wilson, M. D. 
Greenville, S. C. 


In any discussion of the surgical treatment of 
chronic pulmonary diseases I think we should consider 
four diseases: bronchiectasis, lung abscesses, tubercu- 
losis and asthma. 


During the past ten years much of the fatalism 
which previously dominated clinicians’ thinking in 
respect to chronic pulmonary diseases has disappeared. 


The surgical treatment of such chronic diseases as 
bronchiectasis, lung abscesses and pulmonary tubercu- 
losis has become an every day occurrence. The 
mortality and morbidity rates have been greatly re- 
duced. In 1938 the mortality for lobectomy for 
bronchiectasis was 15 to 20 percent. Today it is 1 to 
3 percent. Today we recognize that the individual 
lobes of the lung may be divided into bronchial 
segments. Separation of these segments at operation 
permits the preservation of uninvolved segments in 
the same lobe. The lingua of the left upper lobe has 
long been treated in this manner. These diseased 
segments can usually be identified in the lobe at 
operation by permitting collapse of the lung to occur. 
When this is done the diseased segments stand out 
as nodular areas of lung tissue in contrast to normal, 
smooth atelectatic lung which is uniform in con- 
sistency. The inflammatory reaction along the diseased 
bronchi in bronchiectasis accounts for this variation 
in appearance. This is especially important in older 
people where preservation of normal lung is essential. 


Unlike bronchiectasis, the mortality rate for pa- 
tients with lung abscess is still too high. Dr. David 
Smith at Duke Hospital has collected the results of 
2,166 cases from various clinics treated since 1936. 
With medical treatment the mortality rate was 34.7 
percent and with surgical treatment the mortality was 
32.7 percent. The lowest mortality was reported by 
Neuhof and Touroff who have advocated early opera- 
tion, preferably before the end of six weeks. Nearly 
every author on lung abscess has emphasized the 
importance of early diagnosis and prompt treatment. 
After the abscess has existed three months, the 
chances of medical cure are slim and the sooner 
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operation is performed, the better. The type of opera- 
tion performed for a lung abscess is important and is 
governed by the type of abscess and the age of the 
patient. Fusospirochetal abscesses can be safely 
treated by drainage. Non putrid pyogenic abscesses 
do poorly with drainage and should have a lobectomy, 
Abscesses due to foreign bodies, such as aspirated 
peanuts require lobectomy. In the older age group 
these rules may have to be revised since simple drain- 
age is more easily performed with less risk than a 
lobectomy. In the older age groups an abscess asso- 
ciated with a malignancy must always be kept in 
mind. 


In the field of pulmonary tuberculosis the introduc- 
tion of the new chemotheropeutic agents and new 
plastic materials which are well tolerated when used 
within the human body has permitted the re-evalua- 
tion of an old operation in the treatment of pulmonary 
tuberculosis. I refer here to the plastic, lucite, which 
we have been using in conjunction with an extra- 
pleural apicolysis to maintain a permanent collapse 
of a tuberculous cavity. This operation accomplishes 
essentially the same pulmonary collapse as a thoraco- 
plasty but has a much lower operative mortality and 
avoids the chest deformity which accompanies the 
thoracoplasty. Operation is performed under local 
anaesthesia by resection of a short segment of rib, 
either anteriorly or posteriorly usually in the apical 
region. 


The lung with the parietal pleura is dissected free 
from the chest wall and the space filled with sterile 
hollow lucite balls. Streptomycin is injected into the 
space and the incision closed tightly. This maintains 
the lung in a permanently collapsed state. This is the 
operation of choice in older people beyond the thoraco- 
plasty age and is especially applicable in the treat- 
ment of patients with bilateral apical pulmonary 
cavities. 


The surgical treatment of bronchial asthma is still 
in the experimental stage. We appreciate the presence 
of a major psychosomatic complex. It has been said 
that surgical treatment consists of excision of nerves 
whose function is partially known for a disease, the 
cause of which is not fully understood. From a physio- 
logical standpoint bronchial asthma should be 
amenable to surgical treatment. Bronchial constrictor 
fibers apparently run in both the sympathetic nerves 
and vagus nerves. Extirpation of either system or the 
posterior pulmonary plexus gives symptomatic relief 
in certain selected patients. 


Carr and Chandler at the last meeting of the 
thoracic surgeons in St. Louis presented a small series 
of patients successfully treated by removal of the 2nd, 
3rd, 4th and 5th thoracic sympathetic ganglia and Dr. 
Abbott at Emory University discussed a similar series 
treated by division of the vagus branches going to 
the bronchi. The most striking improvement in these 
patients is the increase in vital capacity, especially in 
patients with associated emphysema. This operation 
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at the present time is in a stage where sympathectomy 
for hypertension was about ten years ago. It may be 
the solution for treatment of a small number of patients 
with bronchial asthma. 





MENOPAUSAL AND MID-LIFE 
DEPRESSIONS 


PSYCHIATRIC MANAGEMENT 


William P. Beckman, M. D. 
Columbia, S. C. 


Mr. President, Members of the South Carolina Medi- 
cal Association, and guests, it is a pleasure to me to 
have this opportunity to appear on the program of 
this particular meeting of the Association. 

The subject assigned to me is one of importance 
and calls for considerable attention on the part of 
physicians everywhere. The depressions occurring 
during the menopausal, or involution, period of life 
are serious illnesses and need early recognition and 
adequate treatment. The involution period has been 
set by some as being the period of 40 - 50 years in 
women and 45 - 55 years in men. Others have set it 
as the period between 45 - 60 years. 

In looking back over one’s psychiatric experience, 
perhaps no other psychosis stands out as well as 
involution melancholia. This illness caused the patient 
much suffering and disturbed the psychiatrist because 
of the fact that he seemed more or less helpless. The 
prognosis was not good and patients suffering with it 
remained in the hospital from eighteen months to 
several years and often spent the rest of their lives in 
the hospital. More recent advances in the field of 
psychiatry, however, have brought about quite a 
marked change in the treatment and prognosis of this 
psychosis. 

In dealing with this subject the first thing we want 
to consider is the diagnosis. There are two main 
clinical pictures in this group. First, the pure involu- 
tion melancholia, where the person is markedly de- 
pressed, agitated and entertains ideas of unworthiness 
and self-depreciation. There is no hope in this life 
nor in the life hereafter. To be as miserable as he, or 
she, must be due to having committed an unpardon- 


able sin and God will no longer forgive. There is no- 


way out except self-destruction and thoughts of this 
nature are entertained and often carried out. There is 
inability to sleep and loss of appetite, even refusing 
to eat. 

The other picture is complicated by the presence of 
delusions and is termed the paranoid type of the in- 
volution psychoses. 

When these depressions occur toward the latter 
part of this age period, arteriosclerosis becomes a fairly 
frequent complication. 

After the diagnosis has been established, the next 
question is—What do we have to offer in line of treat- 
ment? Within recent years much research has been 
carried on in the use of shock therapy in these de- 
pressions. It is now well established that electric 
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shock therapy is the most desirable treatment in these 
psychoses. This treatment is best carried out with the 
patient staying in the hospital. If not, he or she, is apt 
to terminate treatment as soon as improvement is felt 
but before the illness has been treated adequately. In 
our hospital the general rule is to consider twenty-one 
convulsions an adequate series. 

In pure involution melancholia, the recovery rate is 
high. The literature reports vary from 60% to 90%. 
I regret that time did not allow an analysis of some of 
our records. If the patient responds satisfactorily, it is 
now possible to get a recovery in from three to four 
months, as compared to the poor prognosis in years 
past. 

The percentage of recovery tends to be lower in 
those cases where delusions complicate the picture. 
Often, however, the patient is able to return home. 
This type is apt to require more treatment. 

Where arteriosclerosis complicates the picture, but 
there is no demonstrable dementia, the outlook for re- 
covery is fairly good, but the tendency to relapse is 
greater. 

With reference to further management it must be 
remembered that in depression there is always the 
danger of self-destruction and care must be taken to 
do everything possible to prevent it from happening. 
Restlessness and sleeplessness will have to be com- 
batted with drugs until they are controlled by shock 
therapy. The same is true with reference to maintain- 
ing nutrition. Shock therapy soon brings about an 
improvement but before this the patient must be urged 
to eat or even fed forcefully (tube feeding). 

In summarizing, then, I wish to say that when it 
has been established that you are dealing with a de- 
pression of middle age, or of the involution period, 
the best treatment to be offered at the present time is 
electric shock therapy. This treatment is best carried 
out with the patient staying in the hospital and the 
results are very gratifying. There are cases that are 
resistive to the above _ type of treatment. Certain 
selected cases of this group can be benefitted by brain 
surgery, the operation being that of prefrontal leuko- 
tomy. 





TREATMENT OF THE MENOPAUSE 


John M. Fleming, M. D. 
Spartanburg, S. C. 


The onset of the menopause is a gradual process 
unless castration is induced by surgery or radiotherapy. 
The physiological menopause is usually preceded by 
symptoms of preclimacteric which is of indefinite dura- 
tion. 

The average woman, above 30 years of age, 
anticipates the menopause with dread of losing her 
attractiveness. They likewise look forward to being 
harassed by such discomforts as hot flashes, sweats, 
headaches, poor eyesight and so forth. Many of these 
fears ate increased by their physician who, instead of 
allaying their fears, gives them injections of Estrogens 
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and sends them on their way to tell their friends that 
they have seen Dr. X and they are in the change of life 
and must report to his office three times a week for 
Estrogen injections. 

In treating the climacteric age, it is necessary to 
separate these patients into the true menopausal group 
and psychoneurotic. T. E. Hasting has said—“One 
nervous woman can give rise to more diverse, un- 
diagnosed and undiagnosable complaints than a whole 
pathological ward.” This we all agree. And then is 
this patient chronically ill—from a gynecological stand- 
point she is. Women above 40 years that have any 
irregularity of the menstrual period, assume they are 
pregnant—if menses are absent. To these patients, 
this is a calamity, and they have described the situation 
to me as being “just irritable and mad as hell at their 
husbands.” This patient is chronically ill as there is 
abnormal personality changes. 

In the married woman, either the presence or lack 
of a family may be equally disturbing. They realize 
that the last chance of reproduction has passed. With 
the woman who desires a child, or the woman who 
fears pregnancy at this late date after having reared 
a family, it may disturb their mental tranquillity. The 
childless woman who has not made adequate adjust- 
ment or the devoted mother, who with uncompensated 
grief sees her children leaving home to be married or 
seeking their stations in life, feels that her care 
rendered to her offsprings is unappreciated. Then she 
often resorts to self-pity which, we all know, has many 
ramifications. 

Then what are the true symptoms of hypogonadism 
as manifested in women that are reaching physio- 
logical menopause? 

I use physiological menopause in contrast to 
artificially inducted menopause, and the symptoms are 
objective and subjective— 

Objective Symptoms Are: 

Menstrual Disorders 

1. irregularity 

2. scantness of flow 
3. decreased duration 

4. amenorrhea 

5. metorrhagia 

6. menorrhagia 

Hypogonadal Obesity 

1. Deposit of fat over trochanters and adipose 

enlargemen tof Breast. 

2. atrophy of genitalia 

3. loss of genital and axillary hair. 

Subjective Symptoms: 

1. Nervousness—manifested by feeling of nervous 
tension—(They feel something awful is going 
to happen but don’t know what it is) 
Excitability—respond to ordinary stimuli in an 
exaggerated manner. 

3. Irritability—These people are hard to please, 
impatient with their friends and family. They 
are simply hard to get along with. 


to 
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4. Headaches—Various types of headaches — but 
occipito-cervical is most characteristic. 
5. Depression—or just blues. 
6. A large majority of these patients complain of 
sleeping poorly. 
Circulatory Symptoms: 
1. Hot Flashes 
2. Tachycardia 
3. Vertigo 
4. Tinnitus 
5. Cold hands and feet 
6. Hypotension 
General Symptoms: 
1. Lassitude and fatigability 
2. Constipation 
3. Vague pains 
I will not discuss the mental disturbances that occur 
in the climacteric. This will be discussed by Dr. Beck- 
man. But the true menopausal syndrome only occurs 
in 15 to 20% of women. The symptoms will be most 
stormy in the nervous, neurotic, unbalanced woman— 
who has had numerous gynecological operations— 
Suspensions, Ovarian Resections, etc. These are the 
women who land up in an Institution and must be put 
under the care of a competent Psychiatrist. The well 
poised and_ stable” individual can be treated 
adequately by the family physician—who must be 
understanding, patient, re-assuring and convincing. 
Treatment consists of non-specific and specific— 

Non-specific treatment of the menopause should con- 
sist of a description of the situation. The patient should 
be told that if the symptoms do not increase, very little 
treatment will be necessary and certainly no hormonal 
treatment ‘such as injections, of which the laity is fully 
aware, will be needed. If the patient is overweight, 
she should be placed on a detailed, mild reducing diet. 
The fats and carbohydrates should be restricted. The 
patient should weigh herself once a week. Sufficient 
exercise, preferably walking, should be indulged in. 

Dexedrine may be given to decrease the appetite, 
and I have found that this drug also gives the asthenic 
patient a sense of well being. Frequent measures to 
relieve constipation should be instituted. For 
the mild flushes and sweats which annoy the pa- 
tient mostly at night, one half grain of Phenobarbital 
before retiring is usually prescribed. Occasionally one 
quarter grain may be used before each meal. 

I believe each patient must be regulated to the dose 
that does not produce sleepiness during the daytime. 
Some patients have a greater tolerance for Pheno- 
barbital than others. In my practice I find that % 
grain—three times a day—before meals is sufficient to 
take care of most patients with mild symptoms. 

Specific or Replacement Therapy— 

During the last ten years, replacement therapy has 
changed a great deal. Campbell, Ayers and others 
have definitely shown that Estrogen given in large 
injectable doses have certain carcinogenic stimulation 
that is manifested in carcinoma of the uterus and 
breast. The reports that are available at the present 
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time clearly show that the patient with carcinoma of 
the breast—if devoid of Estrogen—the chances for 
arresting the growth are increased. It is thought by 
some that with high Estrogen titer, the patient will 
be more likely to develop fibroid tumors. Certainly 
the fibroids grow more rapidly if the Estrogen content 
of the blood is increased by injections of Estrogens. 
We have all seen women that have by some means 
avoided the operating table with large fibroid;—-when 
these women reach the physiological menopause, the 
tumors rapidly retrogress. 


There are hundreds of Estrogen products on the 
market at the present and each detail man that comes 
along has the best. They still have the injectable 
Estrogens and are attempting to unload them on the 
Physician. Gynecologists agree that there is no place 
in the treatment of the menopause with injectable 
estrogens. 


By proper medication, it is usually possible to 
abolish rapidly the flushes to relieve digestive dis- 
turbances and, in some cases, lessen the arthritic pains. 
Usually there is feeling of well being, and increases in 
physical vigor, but rarely an increase in libido is noted. 


Sometimes I have seen blood pressure markedly re- 
duced, but I believe this is due to the Phenobarbital. 


In my practice, I use the natural Estrogens, by 
mouth only. The natural Estrogen is put out by a 
number of .reputable Pharmaceutical Houses. These 
preparations come in .65 mg.—1.25 and 2.5 mgs. 
tablets. 


An arbitrary classification of symptoms, as classified 
in my practice, are mild, moderate severe and severe. 


The mild cases are only treated by use of Pheno- 
barbital— usually % grain twice a day and .65 mgs. 
of natural Esrogens by mouth. The mild cases I 
usually give 30 tablets of natural Estrogens. I always 
have the patient return in two weeks in order to 
evaluate the amount of Phenobarbital given. With 
some patients, % gr. of Phenobarbital will cause 
drowsiness. 

With some cases, we have to increase the Pheno- 
barbital, others we must decrease. The amount of 
Estrogens given is usually constant for the first 30 
days—depending on how much relief the patient gets. 
If the hot flashes are not improved, we increase the 
Estrogens to 1.25 mgs. nightly and up to 2.5 mgs. 


The moderate severe cases are started off with 2.5 
mgs. of Estrogens daily with Phenobarbital a gr. % 
t.id. and the dose of each is varied depending on the 
needs of the patient. 


The severe cases are handled no differently from the 
mild and moderate severe cases except the amount of 
sedation is increased and the Estrogens are also in- 
creased. But these are the cases that end up with in- 
volution melancholia and is only an exaggeration of 
the menopausal syndrome and has supposedly the 
same etiology. 
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CONCLUSION 

1. All women that come to our offices, complaining 
of multiple blazon of symptoms similar to those of the 
climacteric, are not in the menopause. The psycho- 
neurotic and psychotic women—in spite of the fact 
they are in climacteric period of life—Estrogens and 
the treatment outlined above have no effect. 

2. The patient should have the physiology of the 
menopause explained to her and reassured that it is a 
normal process and always keep in mind that the symp- 
toms may be more likely due to other causes—such as 
domestic, or economic worries. And to tell suchi 
women that they are beginning the change is the easy 
way—but the wrong way out. 

8. The use of simple Psychotherapeutic procedure— 
small doses of Phenobarbital and oral Estrogens— 
have been most satisfactory in my hands. 

4. One word of caution—some people are sensative 
to Phenobarbital and occasionally they develop a skin 
rash—even if only minute doses are used. 
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SOME ASPECTS OF 
CHRONIC ORTHOPEDIC DISEASE 


John A. Seigling, M.D. 
Charleston, S. C. 


The dramatic increase in the number and proportion 
of the elderly in our population during the past few 
decades requires that the average physician have 
fundamental knowledge of the diseases of senescence. 
The recent war and advances in preventive medicine 
as well as therapy have done much to increase the 
average age of our patients. 

With an overall increase in the average age of our 
population, rehabilitation of the aged after the various 
diseases and conditions to which they are subject be- 
comes a matter of social importance and economic 
necessity. 

One of the most common conditions treated in ortho- 
pedic practice is hypertrophic arthritis. This condition 
to some extent is a concomitant of senescence, and is 
due in large part to easily overlooked but frequently 
repeated injuries incident to the wear and tear of life. 
A curious phenomenon is the disproportion observed 
at times between radiological signs and actual symp- 
toms. The most common locations of the condition 
with reference to the patient seeking medical advice 
are the cervical and lumbar spine, the hip and the 
knee joints. The majority of the cases have Heberden’s 
nodes of the terminal phalangeal joints. In the average 
case, an increase in symptomatology follows overuse 
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either in weight-bearing or work. Pathological changes 
are confined to bone and cartilage rather than synovia 
and periarticular structures. A fairly full range of 
motion is usually maintained because inflammation is 
absent. 


Symptoms depend largely on the location of the 
pathological process. The general health is unimpaired. 
Crepitus, which is palpable and sometimes audible, is 
usually present. When the process involves the cervical 
spine, pain frequently radiates into the arms and hip 
pathology often causes knee pain. 


The physician is usually consulted because of pain 
and fear. Frequently the patient is so relieved by the 
explanation that this type of arthritis is merely a part 
of growing old that he is willing to live within the 
limitations it imposes with the knowledge that a life 
of invalidism does not lie ahead. With the adjustment 
to a lowered functional capacity, symptoms often 
abate. The family physician can often prevent or 
minimize the development of hypertrophic arthritis by 
showing the value of periodic health examinations in 
which early postural faults may be corrected, obesity 
prevented, and alterations in the character and amount 
of exercise planned. 


Rest is the keynote of treatment. In cervical 
arthritis rest periods in recumbency to prevent muscle 
spasm, are used. It is preferable to use no pillow. At 
times a cervical collar is useful to promote rest and 
lessen muscle spasm by transferring some of the weight 
of the head directly to the shoulders. In the acute 
episode, traction in recumbency with a head halter 
frequently gives relief. In arthritis of the lumbar spine, 
the use of a firm bed and a surgical corset or brace 
frequently makes the symptoms less burdensome. 
Weight reduction is of paramount importance in 
arthritis of the knees, and the use of an ace bandage 
or elastic support gives symptomatic relief. Physio- 
therapy is of considerable importance and if a trained 
therapist is not available, simple equipment such as 
an electric pad and resistance coil heater are very 
effective. Various types of salicylate are useful, but 
aspirin has been found te be safest, most effective and 
least expensive. 


One type of hypertrophic arthritis is so disabling as 
to require special mention. It is called malum coxae 
senilis. Fortunately many of these cases can be re- 
habilitated surgically. 


It is frequently observed that persons lose statue 
due to an exaggeration of the normal dorsal kyphos 
as they grow older. This is due to varying degrees of 
senile osteoporosis which may reach an extreme de- 
gree. The origin of the deficiency lies usually in 
avitaminosis A and D and in senile disturbances in the 
gastrointestinal tract which interfers with absorption 
of calcium. These patients complain of radiating pain 
in the back and easy fatigue. X-rays reveal vertical 
flattening and wedging of the vertebrae with extreme 
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demineralization. Considerable improvement may be 
expected by administration of calcium, phosphorus 
and vitamin D. A Taylor type spine brace is helpful 
in preventing pain and minimizing deformity. Physio- 
therapy is also very useful. Senile osteoporosis is also 
partially, at least, the cause of the fractures which so 
frequently incapacitate the aged. Atrophy and thin- 
ning of the cortex allows the frequently recurrent 
pattern of fractures of the wrist, shoulder and hip in 
senescence. 


In Colles’ fracture, anotomical reduction with 
restoration of the normal relationship between the 
radial and ulnar styloid processes is of considerable 
importance from a cosmetic as well as a functional 
standpoint. The hand should be splinted in flexion 
and ulnar deviation and the fingers should be left 
entirely free throughout convalescence. Active motions 
of the shoulder as well as digits should be not only 
encouraged but actively supervised during convales- 
cence. Failure to encourage shoulder motion in a 
Colles’ fracture may result in a secondary limitation 
of shoulder function more disabling than the fracture 
itself. 


The same amount of immobilization which, in a 
young person, may leave no residual disability, can 
cause permanent functional loss in an older person. 
This is exemplified in the frequently observed fracture 
just below the shoulder joint. A hanging-cast is ad- 
vised for this type of fracture. The emphasis, how- 
ever, is to be placed on early active exercise. While a 
fracture of the hip is frequently the last illness of an 
aged person, much has been done toward solving the 
problem. The majority of the cases can be treated by 
some form of internal fixation. 


Even when non-union occurs (and it does occur 
more frequently than we would like), reconstruction 
is possible at times and through surgery the patient 
may again become self-sufficient. 


It is important to remember that patients lose 
strength and their joints stiffen by disuse and that 
exercise should be prescribed precisely during ‘con- 
valescence. There is nothing more startling than the 
early and conspicuous atrophy of the thigh which takes 
place in the young athlete after a knee operation. 
This type of atrophy can be prevented in the young 
as well as the old by proper instruction in periodic 
exercise. 


Nothing preserves a patient’s strength and _ joint 
motion and stimulates his circulation better than 
having him up. early. It happens too often that elderly 
patient’s shoulders become limited in motion due to 
restriction of activity. In medical as well as surgical 
cases, the simple expedient of an overhead bar will 
often insure active participation of the patient in his 
own care and materially assist the nursing staff. Every 
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effort should be made to divorce the geriatric ortho- 
pedic patient from the bed as soon as possible in the 
interest of avoiding the complications so frequently 
observed as a result of bed rest in the aged. 


REHABILITATION 
by 
G. S. T. Peeples, M.D. 
State Board of Health, Columbia, S. C. 


Rehabilitation in the sense that we are dealing with 
it today, means the restoration of an individual who 
has been chronically disabled, to that physical state 
where he can be of the most service and returned to 
gainful employment. 

This literally means that we are trying to restore 
an individual to a self-respecting place in society, 
where he will no longer be a liability of, but rather 
an asset to society, a self-supporting tax-paying citi- 
zen. Therefore, the chief objective of rehabilitation is 
to prevent a cripple from becoming permanently dis- 
abled. 

A great deal of attention has been centered on the 
disabled veteran as evidence of extensive disability 
in our population, whereas, in reality, disability among 
the civilian population is far greater. 19,000 amputa- 
tions occurred among military personnel during World 
War II, against 120,000 major amputations among 
the civilian population. Only 1,500 men were blinded 
in military service, but 60,000 civilians lost their sight 
during this period. 265,000 men were permanently 
disabled in the war, but 1,250,000 civilians were 
permanently disabled by diseases and accidents in the 
corresponding four years. 23,000,000 persons in the 
United States are handicapped to some extent by 
disease, accidents and maladjustment, or war. 

Rehabilitation pays economic dividends. In one 
hospital of the V. A. Medical Rehab. Service was 
given 130 chronic neurologic patients, many of whom 
had not been out of bed in 10 years. After nine months 
all but ten of the group manifested some worth while 
permanent improvement. All but a small percentage 
were made employable and capable of self care. Re- 
habilitation of this one group was considered to have 
saved the government over $1,250,000. 

Vocational Rehabilitation in 1944, working with 
43,997 persons, increased the average yearly wage 
after rehabilitation from $148.00 to $1,768.00 per 
person. Many of these had been on public assistance 
at a cost of $300 to $500 annually. The cost of re- 
habilitation averaged $293 per patient as a single 
rather than an annually recurring expenditure. 

Medical Rehabilitation takes the patient from the 
bed to the job and is the dynamic Therapeutics of 
chronic disease. Although it is dependent on the skills 
of medical specialist, principles of rehabilitation are 
basic to the practice of medicine. One of its greatest 
problems is motivation, to encourage and convince the 
disabled persons that they can rehabilitate themselves. 
Such motivation can start at the time of the accident 
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or onset of the crippling disease by allaying fears of 
the patient and giving courage, understanding and 
hope predicated on an accurate knowledge of what 
can be done. 

It must be recognized that treatment of disease is 
only part of medical care and that equal emphasis 
must be given to treatment of the patient as an 
individual. Integrated programs of convalescent care, 
that stress activity as an adjunct to definitive treatment, 
can reduce the period of hospitalization, offset the de- 
conditioning phenomena of rest in bed and prevent 
the harmful physiologic and psychologic sequelae 
which often result thru extended hospitalization. 

Although it seems logical that medical rehabilitation 
should be an important service of every civilian hospi- 
tal, there has been little attempt until recently to 
establish such programs. Rehabilitation in varying 
degrees is available in some tuberculosis, mental and 
other specialized hospitals, but little provision has 
been made for such dynamic care for more than 14 
million persons who are patients in general hospitals 
each year. 

The first comprehensive program of this sort in any 
community hospital in this country has been recently 
inaugurated at Bellevue Hospital in New York. The 
service has bed capacity for 80 patients and also 
operates in much the same manner as the X-Ray and 
laboratory departments as a service for other depart- 
ments in the hospital. It treats both inpatients and out- 
patients on reference from the other services of the 
hospital. 

Rehabilitation is a program which provides the doc- 
tor with a new and effective means of helping his 
physically or mentally handicapped patients to become 
self-sustaining, even though they cannot afford to pay 
for necessary treatment and care. Where eligibility 
and need are established, any type of medical or re- 
lated care can be provided for the purpose of reducing 
or eliminating a vocational handicap. 


Services are provided only on prescription. They in- 
clude medical, psychiatric, and surgical examinations 
and treatment, hospitalization, convalescent care, 
dental care, nursing care, physical therapy, occupa- 
tional therapy, speech therapy, prosthetic appliances, 
medical supplies, and drugs. 


Every applicant is required to have a thorough 
medical examination before any services are provided. 
This examination usually is performed by his family 
physician, and the State agency pays for it. The ex- 
amination also is used as an additional basis for 
vocational diagnosis. 


In addition, vocational advice and counseling; any 
type of training from on-the-job instruction to a full 
college course; placement services; and follow-up to 
assure complete adjustment, are given as indicated. 
The purpose of the entire program is to assist the dis- 
abled to become self-sustaining men and women. 


In every case, which is to receive any services, 
dependence is placed upon the doctor to discover, 
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through proper examination and diagnosis the hidden 
tuberculosis, the latent syphilis, the unsuspected ad- 
vanced carcinoma, kidney, liver, and cardiovascular 
diseases, which, if overlooked, would not only cause 
a complete waste of all rehabilitation efforts, but 
would later cost the patient his health or his life. 


In spite of the time and money spent in educating 
the public on the ease with which chest x-rays, sero- 
logical tests for syphilis, and the periodic physical ex- 
amination can bring about a far greater national 
health, there are still many otherwise intelligent per- 
sons to whom a blood test and a chest x-ray are things 
which even a sick person can just as well do without! 
This trend of thought is not a credit to our honorable 
medical profession for it is within their power and it 
is the Christian duty of the family doctor to correct 
this thinking. 


Some physicians still think that once a person is 
paralyzed from his chest down that he is doomed to 
be bed-ridden and a charge on society the rest of his 
life. This, in spite of the fact that it has been proven 
hundreds of times that any person with a good mind 
and strong shoulders and arms, with the aid of braces 
can be taught by physical therapist to walk. Thus 
learning to walk he can learn a new vocation such as 
watch or radio repairing, photographic tinting, opera- 
ting a ticket office at the theater, an elevator, teach 
music, conduct an orchestra, etc. Yes, a person with 
one arm and both legs amputated can still be trained 
for employment, be self-sustaning and self respecting. 
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There is a growing need for the development of 
scientific methods of measuring the work capacity and 
work tolerance, physical and mental, of handicapped 
persons, and the physician who has an interest in re- 
search of that nature may find this is a fascinating 
field of study, and one which will contribute greatly 
to the body of knowledge concerning rehabilitation 
of the handicapped. 


There is a great dearth of specialized workshops 
and other facilities in which the severely handicapped 
can be given work-conditioning and other therapy 
concurrently with training. Active support of such 
undertakings in local communities by physicians would 
be most helpful. It is hoped that our new medical 
college will include in its plans provisions for physical 
and occupational therapy, workshops, and a coopera- 
tive working relationship with existing facilities such 
as The Murray Vocational School. 


New drug therapy and other methods of treatment 
of epileptics is proving effective in many cases, and 
there is great need for greater interest in such activi- 
ties by physicians everywhere; lack of especially 
trained physicians is the greatest deterrent in this 


field. 


The foregoing examples are merely illustrative of 
the varied areas in which the interest and active 
participation of physicians would prove a boon to the 
growing array of disabled persons. The opportunities 
are many; the needs are great; the medical profession 
is needed in all cases; and in many is the sole hope. 








The National Health Program 


A Summary 


Page 396 
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TEN POINT PROGRAM 
of the 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between all 
groups and individuals concerned with 
providing and improving medical care 
for the people of South Carolina. 


2. Political Control 


To prevent political control or domi- 
nation of medical practice or of medi- 
cal education. 


3. Study 


To assemble and to amplify studies 
relative to the need and availability of 
medical care in each county of the state 
and in the state at large, and to publi- 
cize these findings. 

To study all agencies in the state 
which are involved in the administra- 
tion of medical care as to the type of 
work which they are doing and the 
effectiveness of the work which is be- 
ing done. 

To promote plans for providing or im- 
proving medical care where there is a 
need. 


4. Care of Indigent 


To prepare a uniform plan for the 
hospital eare of the indigent, financed 
by publie county funds, which may be 


used by individual counties or by 
groups of counties for their indigent 
sick, and to promote the general adop- 
tion of such a plan. 

To promote the establishments of 
clinies in each county for the indigent 
ambulatory patients, financed by public 
county funds and operated or super- 
vised by established hospitals or by the 
county medical society. 


5. Hospital Insurance 


To make voluntary hospital insur- 
ance available to all the people of the 
state and to promote the widespread 
purchase of such insurance. 


6. Hospitals 


To study the present availability and 
facilities of hospitals in the state and 
to promote the establishment of well- 
equipped and adequately-staffed hos- 
pitals in needy areas. 

To establish through the State Medi- 
cal Association standards for hospitals 
in South Carolina and to make public 
the names of those hospitals which 
meet these standards. 


7. Group Health Insurance 


To promote the establishment of 
group health insurance plans in all in- 
dustries, large and small, in South 
Carolina. 


8. Standards for Insurance 


To establish standards for insurance 
companies selling hospital or group 
health insurance in South Carolina and 
to publish the names of those who meet 
these standards. 


9. Medical and Nursing Education 


To promote the securing of adequate 
funds and facilities for the operation 
of the Medical College of the State of 
South Carolina. 

To promote advancement in nursing 
education and nursing care in the state. 

To promote the establishment of a 
loan fund whereby worthy young men 
and women of the state who are financi- 
ally unable to meet the strain of a 
medical education may be able to se- 
cure aid. 


10. Education of the Public 


To acquaint the citizens of the state 
with regard to the agencies and facili- 
ties in the fields of medical care, public 
health, hospital and industrial insur- 
ance, and to encourage the people to 
use them on a much greater scale. 
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W. L. (BUCK) PRESSLY, M.D. 
DUE WEST, S. C. 


Recipient of General Practitioner’s Award 


American Medical Association 
December 2, 1948 
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AN OPEN LETTER 


Dr. W. L. Pressly, 
Due West, 8. C. 
Dear Buck, 


We were thrilled when we heard that you had been given the General 


Practitioner’s Award of the American Medical Association. We were doubly 


thrilled when we learned that you had been elected on the first ballot. It made 
us feel mighty proud to know that one of our members had received this high 


distinction. 


And yet, Buck, to be honest, we were not particularly surprised. You see, 
we know you for what you are; a hard working family physician who has never 
spared time or energy in serving your patients, an agressive leader who has 
always fought for what is right and forward-looking, a man of medicine who 
has always adhered to the high principles of our profession, a sincere and 
humble follower of our Master. And we knew that when physicians in other 
states became acquainted with your true worth, they would realize that you 


were entitled to this recognition. 


For the honor which you have brought to yourself and to our Association, 
for the life which you have lived and the deeds which you have done, and for 
your friendship through the years — we thank you. Our hope and prayer is 
that you and we can work and play and have our good times together for many 


vears to come. 


Your colleagues and friends, 
The members of the 


South Carolina Medical Association. 
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ON FRIENDLINESS 


We wish to call particular attention to the article 
in this issue, “On Friendliness”. It was the address 
which Dr. Reginald Fits of Boston delivered at the 
Association banquet during the celebration of our 
Centennial last May, and described the spirit of friend- 
ship which has existed through the years between the 
medical professions of Massachusetts and of South 
Carolina. 

Friendliness—how the world needs such a dynamic 
force today. Friendliness—the only foe which can con- 
quer hate and greed and war. Friendliness—of which 
the angels sang on that first Christmas morn, “And on 
earth peace, goodwill among men.” 





“HOLD THE LINE, PLEASE” 


The setting is the office of Dr. Smith, practicing 
physician. The time—eleven a. m. on a busy morning. 
The telephone rings and in answer to the secretary’s 
“Hello,” a voice replies, “Dr. Jones would like to 
speak to Dr. Smith.” 

“Just a minute,” the secretary answers. Placing the 
receiver on the desk, she interrupts Dr. Smith in the 
middle of an examination to give the message. 

Dr. 
ceiver. 

“Hello.” 

“Is this Dr. Smith?” 


“Te.” 


“Hold the line, please, Dr. Jones wishes to speak to 
you.” 


Smith excuses himself and picks up the re- 


One, two, five minutes pass as Dr. Jones’ secretary 
relays the message to Dr. Jones who disengages him- 
self from his patient and finally comes to the telephone 
to carry on a conversation which he instigated. All 
the while Dr. Smith sits and waits—far from patiently— 
and wonders who this fellow Jones thinks he is that 
he can keep somebody else dangling at the other end 
of a telephone line at will. 


An hour later Dr. Smith is again summoned to the 
telephone. 





“Dr. Black from Blackville is calling,” his secretary 
announces. 

“Hello.” 

“Is this Dr. Smith?” 

“Yes.” 

“Hold the line, please, Dr. Black is calling.” 

Five minutes, ten minutes pass. Finally, comes the 
voice of the operator from Blackville. “Dr. Black was 
calling you but he has stepped out to the drug store, 
and I can’t locate him. I'll have to call you back.” 

“You néedn’t bother,” Dr. Smith mutters as he slams 
down the receiver. “I’ve got plenty to do without sit- 
ting here holding the phone while Black runs out to 
get a coca-cola.” 

The moral to these stories might be: When you 
waste another man’s money, you can pay it back; 
when you waste his time—it’s gone. 





CANCER FILMS 


Moving picture films dealing with cancer in its 
various forms are now available for showing by county 
medical societies. These may be obtained from the 
American Cancer Society. Information regarding them 
may be obtained from Dr. Jas. Young, Anderson, 
Chairman of the S. C. Cancer Commission, or from 
Mrs. Eunice Leonard, State Board of Health, Colum- 


bia. 





THE NEW COMMITTEE ON 
MATERNAL WELFARE 


The South Carolina Medical Association took 
another forward step in its care of the citizens of 
South Carolina, when it resumed the activities of the 
Committee on Maternal Welfare. The work of the 
committee during the prewar years was outstanding, 
and it gained recognition far beyond the boundries of 
our state. Dr. ‘R. E. Seibels was chairman of the old 
committee, and he is a man of vision and of energy. 
He made the work of the committee a hobby. The 
maternal mortality rate dropped steadily and 
markedly. Prenatal clinics were established widely 
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throughout the state, seminars for doctors were held 
and doctors and laymen were aroused to the problems 
of child bearing, largely through the efforts and 
leadership of Dr. Seibels’ committee. 


The new committee has undertaken its task with 
earnestness of purpose. The fact that the committee 
was not completed until late in the year has been one 
unavoidable drawback. However, it hopes to be able 
to report some accomplishment at the state meeting 
in May. 


The first objective of the committee is to study 
statistically and factually the maternal deaths as they 
occur. For this study to be of value the attending phy- 
sician will have to cooperate—and cooperation is 
earnestly requested. This cooperation will be the 
filling out of a rather simple questionnaire, which will 
be sent him by Dr. Hilla Sheriff, secretary, of the com- 
mittee. There are not many questions asked, nor many 
spaces to be filled in, but there is one large space in 
which the doctor is asked to describe the case in de- 
tail. These questionnaires will soon start going out— 
the first will deal with deaths which occurred early in 
the year. Please try to return them promptly. 


The committee plans to study these reports care- 
fully and to attempt to determine why the woman 
died, and what could have been done to save her— 
early prenatal care, better nutrition, a blood trans- 
fusion, craniotomy of a dead baby, instead of cesarean 
section on an infected mother, earlier administration 
of antibiotics, etc. These studies will not be made in 
an attitude of criticism or censure, but purely in an 
effort to learn why 350 mothers die each year. The 
findings of the committee will be reported briefly te 
the reporting doctor if he requests it. 


The committee plans an educational program as an 
important part of its work. In collaboration with the 
South Carolina Obstetrical and Gynecological Society, 
public meetings are being planned where county 
health officers or other interested groups request them. 
The society will furnish a speaker or speakers from its 
speakers’ bureau, which is being organized. It is hoped 
that every county medical society will have at least 
one obstetrical meeting each year, with either a 
speaker of its own selection, or one from the speakers’ 
bureau. Anyone wishing a speaker from the latter 
should send his request to Dr. Manly E. Hutchinson, 
1412 Bull Street, Columbia. 


A final phase of the work planned by the committee 
is to arrange for and to sponsor obstetrical and gyneco- 
logical seminars, when it is requested to do so by medi- 
cal groups in the state. 


This committee is definitely yours, you members of 
the South Carolina Medical Association. It is willing 
to work, but if its work is to be effectual, it must have 
your cooperation. 

J. Decherd Guess, M. D. 
Chairman 
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THE NATIONAL COMMITTEE ON 
ALCOHOL HYGIENE 


The Scientific Committee of The National Com- 
mittee On Alcohol Hygiene, Inc. now plans, for the 
ensuing year, a three-pronged drive aimed at: 

(1) Practically educating and obtaining results in 
getting general hospitals to accept the fact that the 
alcoholic is a sick person, and to aid in providing 
medical help. 

(2) To integrate a training program for medical 
doctors as directors of community set-ups for alcohol- 
ism control. 

(3) In the field of prevention, to acquaint the senior — 
high school and young college students with the medi- 
psychological facts about alcohol, alcoholic beverages 
and the alcoholic. 


The Scientific Committee of The National Com- 
mittee On Alcohol Hygiene, Inc. reports that activity- 
projects for the ensuing year are to be directed along 
the following lines: 

(1) To acquaint teenagers, senior high school and 
young college students with the medical psychological 
facts about alcohol, alcoholic beverages, and the 
alcoholic. 

(2) To attempt to integrate a director-training pro- 
gram, through cooperation with the U.S.P.H.S., Divi- 
sion of Mental Hygiene, the School of Hygiene of the 
Johns Hopkins Hospital, and medical doctors interested 
in alcoholism from the medical point of view. Such a 
program would benefit community clinics, such as, 
The District of Columbia Alcohol Clinic and other 
centers who need or wish to head-up the staff with a 
“director who is competent and experienced in this 


field. 


(3) To attempt to present medical facts to the 
general hospital about treatment for handling acute 
alcoholism and alcoholism in general, and to gain their 
cooperation in providing medical aid. 





MEETING OF COUNCIL, OCTOBER 31, 1948; 
COLUMBIA, S. C. 


Chairman, O. B. Mayer, called the meeting to order 
with the following members present: Drs. J. W. Chap 
man, C. R. F. Baker, J. C. Sease, W. W. Boyd, R. B. 
Durham, Roderick Macdonald, C. S$. McCants, L. P. 
Thackston, J. P. Price, and Mr. M. L. Meadors. Meet- 
ing with the Council by invitation were Drs. A. W. 
Browning, W. Wyman King, and Decherd Guess. 

Mr. Howard O’Brower, representing the Council on 
Medical Service of the American Medical Association, 
and Mr. E. B. Crawford, Executive Director of the 
Hospital Savings Plan of North Carolina, were pre- 
sented and spoke on the subject of the establishment 
of a medical service plan and its method of operation. 
Following a full and free discussion of the subject it 
was moved by Thackston and passed unanimously, 
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that the Chairman of Council appoint a committee to 
formulate a plan for a medical service plan for South 
Carolina and to report back to Council at a meeting 
on January 16, 1949. Dr. Mayer appointed the follow- 
ing committee: J. D. Guess, Chairman, J. H. Stokes, 
W. W. King, and M. L. Meadors. The Treasurer was 
authorized to defray the expenses of the committee. 


A communication was read from Dr. J. B. Youmans 
of Chicago with reference to the publication of a 
YEAR BOOK OF MEDICINE in magazine form 
which could be sent to physicians as a supplement to 
the state journal. Following discussion the Secretary 
was instructed to inform the members of the Associa- 
tion as to this proposed publication and to receive 
subscriptions on behalf of the members. 


A resolution was adopted continuing the present 
Historical Committee with instructions to the Treas- 
urer to defray necessary expense. 


Following discussion with reference to the fee 
schedule of the Industrial Commission a resolution 
was adopted instructing the chairman to appoint a 
committee of five to meet with representatives of the 
Industrial Commission in an effort to revise the fee 
schedule and to bring it up to date. 


Following a request from Dr. H. S. Gilmore, Presi- 
dent of the State Health Council of South Carolina, 
for a contribution toward the work of the organization, 
a resolution was adopted instructing the Treasurer to 
pay an amount up to $500.00, sufficient to carry on the 
work of the Health Council. 


Dr. C. R. F. Baker, Councillor, brought to the at- 
tention of Council certain difficulties which had arisen 
between members of the profession in Kingstree. This 
was received as information. 


An invitation was read from the Bureau of Health 
Education of the American Medical Association to 
participate in radio broadcasts over NBC now being 
sponsored by the A. M. A. A resolution was adopted 
accepting the invitation and instructing the President 
and Secretary of the Association to make the necessary 
arrangements. 


The question of attempting to secure special auto- 
mobile licenses with the letters M. D. appearing there- 
on was discussed. It was decided to refer this matter 
to the House of Delegates. 


The question of the annual licensing of physicians 
was also brought up for discussion and this matter 
was referred to the Legislative Committee for study 
and recommendations. 
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A request was received from the Bureau of Public 
Administration of the University-of South Carolina for 
information relative to the Association to be published 
in a Dirtctory of public and private agencies rendering 
services for state and local public officials. This matter 
was referred to Mr. M. L. Meadors for study and 
action. 


A letter was read from the Woman’s Auxiliary of 
the South Carolina Medical Association relative to a 
proposed bill to be submitted to the legislature for 
making diptheria immunization compulsory for all 
children before entering school. Council decided to 
refer this matter to the House of Delegates at its 
coming meeting. 


Following a request from Mr. M. L. Meadors, Coun- 
cil authorized the formation of district public relations 
councils to be composed of the Councilor from each 
district as chairman, and one member from each con- 
stituent county society, such a member to be ap- 
pointed by the Councillor. 


Following a general discussion concerning naturo- 
paths a special committee composed of J. H. Stokes, 
Chairman, Lawrence Thackston, Roderick Macdonald, 
W. W. King, A. W. Browning and M. L. Meadors, to 
study the problem and all its aspects and to make 
specific recommendations as to action which should 
be taken by the South Carolina Medical Association. 


A communication was received from the editor of 
the South Carolina Magazine requesting the privilege 
of devoting an issue of that magazine to the work of 
the South Carolina Medical Association. The invitation 
was accepted and a committee composed of the presi- 
dent, the editor and the historian of the Association 
to collaborate on this project. 


The Secretary presented information received from 
the Secretary of the American Medical Association 
relative to the South Carolina Medical Association 
being entitled to two delegates to the A. M. A. Since 
a state association is entitled to a delegate for each 
thousand members or fraction thereof, the South Caro- 
lina Medical Association now qualifies for two dele- 
gates. The second delegate is to be elected at the an- 
nual meeting in May and will begin his term of serv- 
ice January 1, 1950. 


Adjournment. 


J. P. Price, M. D. 


Secretary 
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THE TEN POINT PROGRAM 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 








STATE HEALTH COUNCIL ORGANIZED 


On November 17th an important step was taken 
toward a better understanding between the public 
and the medical profession on matters of health and 
medical care in South Carolina. Ever since the Ten 
Point Program was instituted there has been under 
consideration, and for the past several months there 
has been active effort on the part of the Committee 
on Rural Health, toward organization of a State Health 
Council. Chief credit for the progress made and the 
accomplishment of the organization is due Dr. Harold 
§. Gilmore of Nichols, Chairman of the Committee. 
Other members of the Committee who assisted him 
ably were: Dr. A. W. Browning, Dr. M. J. Boggs and 
Dr. J. A. Hayne, Jr. 

The idea of a State Health Council, of course, is 
not new. They already exist in several other states, 
and the plan adopted in South Carolina follows 
closely that of the Virginia State Health Council. At 
the present time in South Carolina, there are, accord- 
ing to our latest information, twelve county health 
councils, whose purpose and objectives are generally 
the same, on a local basis, as will be those of the 
State Health Council. 

Following the first Statewide Health Conference, 
called by Dr. Gilmore’s Committee in May of this 
year, and pursuant to a Resolution adopted at that 
time endorsing the idea of the Health Council, the 
Steering Committee of nine met in September and 
drew up a proposed plan of organization. This plan 
was presented to the meeting here on November 17th 
at the Columbia Hotel, which was attended by 
representatives of twenty-one organizations, state and 
local, in South Carolina. Dr. Gilmore presided and 
Mr. William W. Lowrance, Superintendent of the 
Tuomey Hospital of Sumter, representing the State 
Hospital Association, acted as Secretary. 


The purpose. and plan of the Council may best be 
grasped from the four general objectives stated in its 
Constitution: 


. To strengthen, through united support, a full 
health program for the state. ° 

2. To serve as a clearing house on health and medi- 
cal care problems and programs. 

3. To assist in the elimination of duplication and 
overlapping of efforts, when practicable. 

. To bring together local and statewide organiza- 
tions, agencies and individuals to facilitate joint 
planning where needed, and for special joint 
efforts. 

A number of specific goals related to the foregoing, 
and designed to aid in their accomplishment are also 
included. 


At the meeting on Wednesday, November 17th, the 
proposed Constitution and By-Laws were taken up 
item by item and considered in detail. Opportunity 
was afforded every person present for the expression 
of opinion, and they took advantage of it. The meet- 
ing was marked by a lively interest on the part of 
those present, indicating their earnest belief in the 
importance of the business at hand. 


The new organization will be known as the South 
Carolina Health Council. Its membership will be open 
to agencies and organizations whose functions are 
entirely concerned with health and medical care, and 
those which have indicated a continuing interest in 
these subjects. Provision is also made for individual 
memberships. 


Following adoption of the Constitution and By- 
Laws, the organization was completed by the election 
of the following officers: Dr. H. S. Gilmore, Nichols, 
Chairman; Miss Catherine Edwards, Greenville, 
Principal, Elementary Schools, First Vice-Chairman; 
Mr. O. G. Dorn, Sumter, Representative of the South 
Carolina State Grange, Second Vice-Chairman; M. L. 
Meadors, Florence, Secretary; and Mr. R. L. 
Dougherty, Columbia, Representative of the State 
Hospital Association, Treasurer. 


Members elected to serve on the Executive Com- 
mittee were: Miss Isadora R. Poe, Greenville, Presi- 
dent of the State Nurses Association; Miss Juanita H. 
Neely, Rock Hill, State Home Demonstration Agent; 
Mr. Thomas D. Wyatt, Spartanburg, Representative of 
the State Board of Pharmacy; Mr. E. H. Agnew, 
Anderson, Representative of the State Farm Bureau; 
Dr. C. L. Guyton, Columbia, Representative of the 
Hospital Division of the State Board of Health; Mr. 
W. W. Lowrance, Sumter, Superintendent, Tuomey 
Hospital; Mr. Earle R. Britton, Columbia, President, 
South Carolina Federation of Labor; Mr. W. G. Bunch, 
Charleston, Representative of the Charleston County 
Health Department; Mr. George A, Buchanan, Colum- 
bia, Vice-President, South Carolina Hospital Service 
Plan; and Dr. W. J. Snyder, Jr., Representative of the 
South Carolina Medical Association. 





COUNCIL CONSIDERS PREPAYMENT PLAN 


At the meeting of Council on October 31st, the 
matter of organization of a medical prepayment plan 
was taken up and considered at length. Mr. Howard 
O. Brower, from the staff of the AMA Council on 
Medical Service, was present to offer suggestions and 
information from that source, and Mr. E. B. Crawford, 
Chapel Hill, N. C., Executive Secretary of the Hospital 
Saving Association, Inc., of North Carolina, also at- 
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tended to present views based upon his experience in 
the management of the prepayment plan in his state. 

Mr. Crawford’s organization is a member of Assicia- 
ated Medical Care Plans (AMCP), the organization 
set up about two years ago to establish standards and 
otherwise unify the policies of the prepayment plans 
in operation throughout the country. 


After receiving the benefit of the suggestions of both 
these gentlemen, and discussing the matter freely, 
Council appointed a special committee, headed by 
Dr. J. D. Guess of Greenville, to make a further study 
and investigation and report at a subsequent meeting 
with recommendations as to the type of plan most 
adaptable for South Carolina. Council was favorably 
impressed with the North Carolina Plan, represented 
by Mr. Crawford, and the manner in which it is being 
operated, and the Committee was requested, in the 
course of its deliberations, to visit Chapel Hill and 
go into the matter further. 

Other members of the Committee serving with Dr. 
Guess in this important work are: Dr. Howard Stokes, 
Florence; Dr. W. Wyman King, Batesburg; and M. L. 
Meadors, Florence. 

It was apparent that Council intends to proceed 
definitely with the organization of a prepayment plan 
as soon as a decision is made as to the type and method 
of operation. 





THE NATUROPATHS 


It will be recalled that in the closing days of the 
1948 session of the Legislature, a Resolution was 
passed directing the Board of Naturopathic Examiners 
to make a full investigation with respect to the licenses 
issued certain of their practitioners, and to report to 
the General Assembly next year on the opening day 
of the session. Considerable activity on the part of the 
Board has since been noted, and it is apparent that 
this body expects to be in position to report to the 
Legislature full compliance with its direction. 


We have had numerous questions from time to time 
as to what further steps, if any, will be attempted on 
the part of the South Carolina Medical Association. 
This matter was presented to Council at its meeting 
on October 31st, and a special committee was ap- 
pointed to look into the subject and present its recom- 
mendations to Council, at a subsequent meeting, as 
to any further action which may be considered de- 
sirable or necessary. 


The matter is now under consideration and any 
activity in this respect during the legislative session 
of 1949 will be based upon the conclusions and 
directions emanating from the Council. 





THE NATIONAL HEALTH PROGRAM 
A SUMMARY 


On September 2, 1948, Mr. Oscar R. Ewing, 
Federal Security Administrator, released to the 
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press a Report entitled “The Nations Health—A 
Ten-Year Program.” 


Reference has previously been made in this 
column to the Report and to the deliberations of 
the National Health Assembly held in Washington 
last May, on which, to a large extent, the Report 
is based. It will be recalled that the National 
Health Assembly was arranged by Mr. Ewing, 
pursuant to the request of President Truman for 
a report on the state of the Nation’s health. 


The Report, while including such an evaluation, 
goes farther and outlines a Ten-Year Program for 
the accomplishment of a number of objectives 
which Mr. Ewing and his associates believe to be 
essential to the highest standards of health and 
medical care in the United States. The National 
Health Assembly brought together about 800 
professional and community leaders, representing 
nearly every occupation and school of thought. 
The medical profession was of course represented. 


The result of the election on November 2nd has 
added immensely to the importance of the Ewing 
Report. While, as stated, there has been reference 
to it briefly on previous occasions, we believe that 
now every member of the South Carolina Medical 
Association will want to know more about the de- 
tails of the program which has been outlined. In 
all probability it is an accurate blueprint of the 
proposals which will be made for legislation by 
the new Congress, in line with announcements of 
the president during the campaign and since. 


The following unbiased summary of the 186- 
page Report presents the essential points of the 
program and is well-worth the time it will take 
to read it. Exact quotations from the Report are 
included, as indicated, and special emphasis is 
added in the form of bold-faced type to draw at- 
tention to points of particular interest to the medi- 
cal profession. This summary appeared originally 
in the October issue of the Ohio State Medical 
Journal, and is reprinted here by permission: 


FOREWORD 


“*T would like to make it clear that I have 
weighed carefully every finding and recommenda- 
tion of the Assembly. To the issue of health in- 
surance, I have given particular time and thought. 
The Medical Care Section of the Assembly 
unanimously agreed that ‘“the principle of con- 
tributory health insurance should be the basic 
method of financing medical care for the large 
majority of the American people” ’. There was no 
agreement on the question of national health in- 
surance and my recommendation of such a pro- 
gram must be clearly understood as in no way 
expressing the views of the Assembly. It took no 
position, one way or the other, on this question. 

“* |... The arguments that have been made 
against national health insurance have been care- 
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fully weighed and I still find myself compelled 
to recommend it. After all, we are dealing with 
human lives and human suffering and anguish. 
Every year, over 300,000 people die whom we 
have the knowledge and skills to save. This stark 
fact proves that the present system is inadequate. 
By and large, only the well-to-do and, to a certain 
extent, charity patients get satisfactory medical 
care. The in-between groups — other than the 
fairly small portion who are covered by voluntary 
insurance plans — are the ones desperately in 
need of better care. I see no possible way to pro- 
vide funds needed for adequate medical services 
to these in-between groups, who constitute the 
vast majority of our people, except through a 
system of national health insurance. 

“*The success of the National Health Assembly 
as a forum suggested to me the value of holding 
similar state and local assemblies throughout the 
country to exchange information and opinion, and 
to organize health work’”’’. 


HEALTH OF THE NATION 


“During the last generation, the United States 
steadily improved its health record, but the Na- 
tion, and the people, still suffer severe losses 
through sickness, disability, and death, much of 
which is unnecessary. 

“Every year, the Nation loses 4,300,000 man- 
years of work through bad health. 

“Every year, the Nation loses $27,000,000,000 in 
national wealth through sickness, and partial and 
total disability. 

“The record of Selective Service examinations 
during the war is widely known—5,000,000 men 
declared unfit physically or mentally for the armed 
services of their country. 

“We know also that our armed forces create 
special demands for medical manpower; that a 
national emergency would throw an intense strain 
on our entire health system. 

“But the record, good as it is, leaves plenty of 
room for improvement. Of more than, 3,800 deaths 
that occur daily in the United States, nearly 900— 
about 23 per cent—are preventable. Much of the 
sickness that cuts down the efficiency of the Na- 
tion’s working force can also be prevented.” 


KIND OF SERVICES REQUIRED 


“The types of services and care that must be 
made available to every person in the United 
States if we are to attain the highest level of 
national health are: 

“Medical and dental care—Enough manpower 
that essential services should be available to 
everyone in a health center or hospital clinic, in 
offices, the home or wherever care is needed. 

“A healthful community—Every town, city, 
rural area should be guarded by a well-staffed 
public health department. 
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“A community clinic—It will be particularly 
important for smaller towns and rural areas to 
have a publicly owned facility. 

“A community hospital—A hospital large 
enough to care for all births and other ordinary 
hospital needs, so placed that no one in the county 
is more than an hour’s easy travel from it. 

“A district hospital—In urban centers to which 
local residents have direct access, and residents of 
surrounding communities may be referred. 

“Special hospitals—For 


chronically ill, con- 


valescent, etc. 


“A medical center—At least one in every state, 
preferably associated with a medical school, where 
research would be carried on and medical person- 
nel trained. 


“Coordination—Organization of the previously 
mentioned units. 


“A prepayment plan—A system of insurance 
should make it possible for everyone to have com- 
prehensive care without worrying about meeting 
sudden bills out of current pay. 


“In addition to our special efforts for the attain- 
ment of health, we must assume contemporaneous 
and parallel efforts to assure: (1) A steadily rising 
standard of living, assuring better nutrition, 
recreation, and other contributions to healthful 
living; (2) better educational systems—in number 
and quality; (3) increased benefits for the aged 
and permanently disabled so that their minimal 
essential economic needs are provided for; (4) 
adequate housing for the people of this Nation; 
and (5) increased understanding on the part of the 
people of benefits of scientific medicine and pub- 
lic health methods. 


“It is important to point out certain limiting 
principles that must apply to any national pro- 
gram. Realizable health goals will vary, not only 
among individuals and groups, but among states 
and communities. No single set of health goals 
can be reached by all of the people and in all parts 
of the country in the next ten years. Plans for the 
attainment of health goals must be varied accord- 
ing to the relative needs and resources of various 
parts of the country. 


“In the past our economy has measured the 
adequacy of health and medical services generally 
by the criterion, ‘Is there enough to satisfy the 
purchasing power of the consumers?’ 

“We must measure our resources and services 
against the actual health and medical needs of all 
the people, without regard for their individual 
ability to pay. 


“A scant 20 per cent of our people are able to 
afford all the medical care they need. About half 
our families—those with incomes of $3,000 or 
less—find it hard, if not impossible, to pay for 
even routine medical care. Another 30 per cent of 
American families with incomes between $3,000 
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and $5,000 would have to make great sacrifices or 
go into debt to meet the costs of a severe or 
chronic illness. 

“Success in our efforts for health will depend 
ultimately not only on Federal action but also on 
individual, community and state achievement, and 
upon the thorough and wholehearted cooperation 
of all interested groups and individuals.” 


MANPOWER 


“The expansion of training schools, at an 
average rate of not less than 5 per cent per year 
in annual production, should accomplish the fol- 
lowing by 1960: (1) Increase our present supply 
of 190,000 active physicians to 227,000; (2) in- 
crease our present supply of 75,000 dentists to 
95,000; (3) increase our present supply of 318,000 
nurses to 443,000; (4) increase our supply of other 
supporting personnel by comparable proportional 
amounts. 

“The goal is to double the number of acceptable 
hospital beds as rapidly as possible, certainly 
within 15 years, and, at the least by 1960, to have 
added 600,000 beds to our hospitals, and build such 
additional health centers and auxiliary facilities 
as state-by-state surveys have shown to be neces- 
sary throughout the country.” 


FINANCING THE PROGRAM 


“The value of all goods and services, including 
wages and salaries paid, amounted to $230,000,000- 
000 in the United States last year. About 
60,000,000 people were employed, so each one 
produced an average of about $3,800 of the total. 
By applying this figure to days absent from work 
because of illness, total or partial disability, we 
can get a round idea of our national losses. 

“The category called ‘short-term sickness’ in- 
cludes all absences because of sickness or injury 
that last from one day to six months. During 1947 
the total loss of time from these causes averaged 
six days per worker. At 1947 rates of production, 
short-term sickness cost the Nation at least 
$5,000,000,000 in lost production and wages. 

“Workers incapacitated because of chronic 
diseases, accidents or other causes cost $11,000,- 
000,000 in lost production and wages. The loss 
from partial disability is about the same. 

“The nation thus lost $27,000,000,000 during 
1947 in potential production and wages through 
sickness, partial and total disability. We have not 
taken into account the losses occasioned by pre- 
mature deaths. Retirement programs generally 
stipulate 65 as the age of retirement. Any death 
that occurs before this age may be considered 
premature. On this basis the total loss for 1947 
was more than 27,000,000 life-years.” 


TO REDUCE LOSS 
“Against these losses in production and wages, 
which last year amounted to more than 10 per cent 
of our national total, the Nation as a whole 
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spent—from public and private funds—a trifle 
more than three per cent, or approximately 
$8,500,000,000, for medical and health services. 

“Of this, the local, state, and Federal govern- 
ments expended $1,962,000,000 for medical care 
and prevention, including the entire health pro- 
gram for veterans. Private individuals and 
organizations spent the rest—$6,500,000,000. 

“To make a beginning on reducing these human 
and material losses due to bad health, I have pro- 
posed a gradual expansion of health services and 
resources. This will involve, financially, an increase 
in spending by local, state, and Federal govern- 
ments, and the institution of a prepaid system of 
government insurance. 

“Medical care for the needy outside of hospital 
and other institutions at present costs the Nation 
about $150,000,000 a year. Under the assumption 
that welfare agencies would pay premiums for the 
needy at the average per capita rate into the in- 
surance funds, this total expenditure would 
probably be reduced by nearly 50 per cent to 
$80,000,000, divided among Federal and state and 
local agencies — Probably some subsidies — about 
$25,000,000 a year—would remain necessary in 
1960, when insurance coverage may still be in- 
complete. 


“Government expenditures for civilian health 
on this basis would represent about 1.6 per cent 
of a total personal income of $250,000,000,000— 
a reasonable expectation for 1960—and would still 
constitute a negligible proportion of the amount 
the Nation loses every year through ill health.” 


FIRST HEALTH GOAL 


“*To increase our supplies of medical manpower 
until there is enough everywhere in the country 
to satisfy the health and medical needs of all the 
people; to do this by expanding and establishing 
medical colleges, training schools and teaching 
hospitals until, by 1960, our annual production of 
medical manpower in all categories has increased 
by 40 to 50 per cent’. 


“For normal times, an entirely realistic standard 
is based on levels of medical manpower already 
attained in our own country by the 12 states at the 
top of the ladder. 

"The 12-state yardstick for physicians — the 
average of the top quarter of our states—is one 
for, every 667 persons. On this basis, applied 
throughout the Nation, we will need 254,000 physi- 
cians by 1960. Our present prospects are for only 
212,000 by that date. 


“The 12-state yardstick for dentists is one 


dentist for every 1,400 persons. By this standard 
we will need 113,000 by 1960. Our prospects are 
for only 90,000. 


“The 12-state yardstick for nurses, both profes- 
sional and practical, is one for every 280 persons. 
By this standard we will need 566,000 nurses by 
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GUEST SPEAKERS 


ANESTHESIOLOGY a Steed 
r. Morton McCutchen 
ombay Aaa University of Pennsylvania 
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. PEDIATRICS 

CANCER Dr. James Wilson 
Dr. Everett D. Sugarbaker University of Michigan 
University Hospital Ann Arbor, Mich. 


Columbus, Mo. PSYCHIATRY 
ENDOCRINOLOGY Dr. Wm. C. Menninger 


Menninger Clinic 
Dr. E. C. Hamblen 
Duke University Topeka, Kansas 


Durham, N. C. RADIOLOGY 


. Dr. Ross Golden 
GASTROENTEROLOGY Presbyterian Hospital % 
Dr. Henry ae , New York, N. Y. % 
University of Pennsylvania 
: ; SURGERY 
ienperetctgamenien Dr. George Crile % 
GYNECOLOGY Cleveland Clinic % 
Dr. W. F. Mengert Cleveland, Ohio 
Southwestern University Dr. Lester Dragstedt 
Dallas, Texas University of Chicago % 


MEDICINE Chicago, Ill. 
Dr. George C. Burch Dr. 0. H. Wangensteen 


Tulane University University Hospital 
New Orleans, La. Minneapolis, Minn. 


Dr. Walter Kempner TUBERCULOSIS 
Duke University Dr. Rufus F. Payne 
Durham, N. C. Battey Hospital 


- Rome, Georgia 
E 
seta preg : : UROLOGY 
Dr. R. H. Smithwick Dr. Oswald S. Lowsley 


Massachusetts General Hospital Brady Foundation 
Boston, Mass. New York, N. Y. 


OPHTHALMOLOGY BIOCHEMISTRY 
Dr. W. B. Clark Dr. Konrad Bloch 
Tulane University University of Chicago 
New Orleans, La. Chicago, Ill. 
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1960. Our present prospects are for only 403,000. 

“Negroes comprise 10 per cent of the total 
population but produce only 2 per cent of the 
country’s physicians. 

“In 1947 the American Psychiatric Association 
reported only 4,500 certified psychiatrists. There 
is a need for at least 15,000. 

“We have only about 3,500 pediatricians. We 
need at least three times that figure.” 


SECOND HEALTH GOAL 


“*To assure that there are enough hospital beds 
of all kinds everywhere to meet the people’s needs, 
and to finance hospitals so that they may give the 
highest quality services; to accomplish this by 
doubling the number of hospital beds, adding at 
least 600,000 by 1960; by building such auxiliary 
health and community centers as are needed, 
particularly in rural areas; and by uniting hospi- 
tals and centers into regional chains so that the 
most remote regions will have full access to 
modern and scientific medicine’. 

“We have only about 900,000 acceptable hospital 
beds, outside of Federal hospitals, in the entire 
country, against established need for twice that 
number. At an average estimated cost of $10,000 
per hospital bed, the total cost of meeting our 
goal for hospitals is in the neighborhood of 
$9,000,000,000. 

“Under the Hospital Construction Act the 
Federal Government is contributing $75,000,000 
a year to build hospitals. If fully expended and 
matched with $150,000,000 of local funds, this pro- 
gram will permit the Nation to build about one- 
eighth of its total needs by 1951. At this rate of 
building, we will meet 1946’s needs in 1986—40 
years too late. Private hospital construction can- 
not possibly fill the gap.” 


RECOMMENDATIONS ON SECOND GOAL 


“‘That the minimum Congressional appropria- 
tions for hospital construction for the next two 
years should be at least $150,000,000 annually, 
which is double the present authorization of 
$75,000,000 a year, plus such additional funds as 
are necessary to increase the Federal share of con- 
struction costs in areas of greatest need. 

“*That as soon as possible, but certainly by the 
end of the first five years’ operation of the 
amended Hospital Construction Act, Federal funds 
should be increased so as to finance the addition 
of 600,000 beds to our hospitals by 1960 and 900,- 
000 beds within 15 years. 

“*That the Federal government should provide 
up to 40 per cent of construction costs, beginning 
in 1949, and should encourage states to provide 
another 40 per cent to the end that improverished 
areas will have to finance only 20 per cent of 
original costs. 

“‘That the Federal government, beginning in 
1949, underwrite up to 40 per cent of the main- 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


December, 19487 


tenance cost of hospitals in selected areas of low | 
per capita income for as long as such subsidies are | 
needed. 

“*That all maintenance subsidies to hospitals 
be assured only on condition that professional 
personnel should be accepted as staff members, or 
as workers, in the underwritten hospitals without 
discrimination as to race, religion, or sex. 

“*That Federal funds be made available to assist 
the states with administrative expenses under the 
Hospital Survey and Construction program.’ ” 


THIRD HEALTH GOAL 


“°To assure that every individual without re- 
gard to his economic status has full access to 
adequate medical services for the prevention of 
illness, the care and relief of sickness and the pro- 
motion of a high level of physical and mental 
health.’ 


“From the financial standpoint, the chief bar- 
riers to adequate care and service include: (1) The 
increased cost of modern scientific medical care; 
(2) the irregular and unpredictable occurrence of 
sickness and of the costs of medical care, when 
bills are paid out of pocket by the individual on 
a fee-for-service basis; and (3) the low incomes 
of many individuals and low income levels of many 
communities. 


“The percentage of families in various income 
brackets during 1946 was as follows: Gross cash 
income of $1,000 or less, 12.8 per cent; income 
$1,000 to $2,000, 15.4 per cent; income $2,000 to 
$3,000, 19.5 per cent; income $3,000 to $5,000, 31.4 
per cent; over $5,000, 20.9 per cent. 

“In the light of these facts, it is clear that close 
to 70,000,000 people will have difficulty in pro- 
viding adequate minimal care for themselves and 
their families. The difficulty will, of course, be 
greatest for those at the bottom of the scale. 
People with incomes above $3,000 will probably be 
able to purchase minimal care. 

“It is self-evident that there is no such thing as 
‘free’ service. Health care, like everything else, 
has to be paid for by someone—by the individual, 
by taxes, private or institutional philanthropy or 
public subscription. 

“There is a strong temptation to believe that 
the only solution of the problem lies in the bigger 
and better national income, better distributed 
throughout the population. The truth is that even 
this gradual accomplishment would not satisfy our 
national health needs. The people in the lower half 
of the income scale would still not be able to buy 
what they needed. Communities with lower per 
capita incomes would still not be able to support 
professional personnel and health facilities 
adequate to the needs of the people. 

“The present methods of paying for medical 
care have served us well in achieving the present 
level of health, but the evidence cited in this re- 
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port shows that substantial further improvement 
demands new methods. First steps toward a better 
system of payment have been taken already under 
voluntary health insurance plans. For millions of 
people, these systems have made it possible to 
purchase a larger share of their health needs.” 


VOLUNTARY OR GOVERNMENT 
INSURANCE 


“A satisfactory system of health insurance 
should provide: (1) That everyone should have 
ready access to adequate health and medical serv- 
ices; (2) that everyone should have the kind of 
services and all the services, he needs to promote 
better health; (3) that everyone should be able to 
obtain these without regard for the level of his 
personal income. 


“Obviously, these criteria go far beyond the in- 
tent of any voluntary insurance plan. The objec- 
tives of such plans are confined, by and large, to 
making it easier for some people to meet some of 
the expenses of medical care, chiefly hospitaliza- 
tion. 


“About 25,000,000 people—17 per cent of the 
population—have insurance for actual services in 
hospitals, usually only for a limited number of 
days. 

“About 20,000,000 more people have policies for 
cash reimbursement of certain hospital bills, 
leaving part of the costs and services uninsured. 

“Only about 3,500,000—less than three per cent 
of the population—have anything approximating 
comprehensive insurance protection that includes 
hospitalization and also doctors’ care in office, 
home and hospital. In most cases, even these 
policies do not include such necessary items as 
dentistry, home nursing, expensive drugs, and 
such appliances as eyeglasses or hearing aids. 


“In addition to these 3,500,000, some 16,000,000 
or 17,000,000 people—nearly all of them included 
among those covered by hospital insurance—have 
protection against part of the costs of some physi- 
cians’ services, usually restricted to hospitalized 
cases. 


“Enrollment for hospitalization plus surgical 
benefits has spread mainly among industrial and 
commercial employees. About 60 per cent of all 
Blue Cross hospital plan members live in six rich 
industrial states that contain about 36 per cent 
of the total population. In the South and West, 
which have 43 per cent of the population, Blue 
Cross can count only about 17 per cent of its mem- 
bers. Its enrollment is predominantly among city 
people employed in commerce and industry. Less 
than three per cent of the rural population are 
subscribers. 


“One factor that requires limitations on benefits 
is the flat-rate premium charged by. nearly all 
voluntary insurance plans. The benefits will con- 
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tinue to be limited to what can be covered by the 
premiums paid in by the group. 

“The cost of insurance—the flat-rate premium— 
undoubtedly places a ceiling on the number of per- 
sons who may be enrolled ultimately in voluntary 
insurance plans. It is extremely unlikely that any 
family of two or more persons with an income be- 
low $1,000 will be able to pay an insurance pre- 
mium of $48 to $72 a year. Most of the 22,000,000 
people in families with incomes between $1,000 
and $2,000 will be able, with hardship, to pay for 
some medical care. It should be pointed out, in 
this connection, that 70 per cent of all farm 
families had gross cash incomes in 1945 of less 
than $2,000; and 42 per cent less than $1,000. 

“It is apparent that on a flat-rate basis, the 
voluntary insurance plans can never enroll any 
appreciable proportion of the 18,000,000 people in 
families with incomes below $1,000 even in the 
limited hospitalization and surgeons’ fees type of 
plan. The additional 22,000,000 in families with 
between $1,000 and $2,000 are almost all in the 
same positions. Probably 20,000,000 more in 
families with between $2,000 and $3,000 will re- 
main outside the protection of the plans. If in- 
surance benefits are broadened enough to provide 
reasonably adequate care, the premiums are even 
more out of reach for all this group and will be 
prohibitive to many who earn even more. 

“This examination of the facts makes it clear 
that, at a maximum, only about half the families 
in the United States can afford even a moderately 
comprehensive health insurance plan, on a vol- 
untary basis. The net result, then, would be to 
leave without adequate protection the very 
groups—those with income below $3,000—whose 
plight the Nation needs most to remedy in order 
to raise the country’s level of health. 

“The limitation that lack of income places on 
expansion of voluntary insurance plans becomes 
even clearer when the coverage is matched with 
the per capita income levels of the various states. 
The spread of hospitalization insurance plans 
generally follows the same distribution pattern as 


the supply of doctors, hospitals, and other health 
services.” 


A WAY TO IMPROVE HEALTH 


“There are many earnest people in the country 
who sincerely urge that we go ahead as we have 
in the past. They point out that the American 
health is equal to the best in the world; they feel 
that it is dangerous to make any basic change in 
the system that has produced this achievement. 

“TI cannot accept this thesis. We can improve 
the Nation’s health markedly. What was good 
enough 30 or 40 years ago, no longer is adequate.’ ” 


A GOVERNMENT INSURANCE PROGRAM 


“The prime objective of any plan for prepaid 
government insurance for medical services would 
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In Angina Pectoris the incapacitating symp- 
toms frequently may be prevented by ap- 
propriately regulated administration of a 
vasodilator having a sustained effect. This 
type of medication may be indicated: 


FOR THE PERSON 

@ who suffers “indigestion” and “‘gas’’ after a 
heavy meal. 

@ who is compelled to stop and rest when climb- 
ing a flight of stairs. 

@ who is stricken with precordial pain on un- 
usual exertion or emotion, or when exposed 
to cold, 


The vasodilatation produced by Erythrol 
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Tetranitrate Merck (Erythrityl Tetrani- 
trate Tablets U.S.P.) begins about 15 min- 
utes after administration, and lasts from 
3 to 4 hours. 

Experience has shown that the acute 
attack of anginal pain is most readily re- 
lieved by the prompt removal of the pro- 
vocative factor, and by the use of organic 
nitrates or nitrites. For prophylactic pur- 
poses—to control anticipated paroxysms— 
the delayed but prolonged action of Ery- 
throl Tetranitrate is reported as especially 
useful. Erythrol Tetranitrate, because of its 
slow and prolonged action, also is of value 
for preventing nocturnal attacks. 





MERCK & CO., Inc. 


e Manufacturing Chemists 





ERYTHROL TETRANITRATE | 
MERCK 


(ERYTHRITYL TETRANITRATE U.S. P.) 


RAHWAY, NEW JERSEY 
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be the improved health of the people. It would 
accomplish this objective in two ways: (1) By 
eliminating the financial barrier between any per- 
son and the services he needs to promote better 
health; and (2) by stimulating the development of 
more nearly adequate supplies of health resources 
and their equitable distribution throughout the 
country — doctors, nurses, hospitals, and other 
services—through the assurance that there will 
be a steady and effective demand for those health 
services. 


“The logical sequence of events for accomplish- 
ing these ends would fall into this pattern of four 
phases: 


“Phase One—Federal legislation to settle the 
basic policies of a system of government insur- 
ance to decide important details; and to provide 
for a three-year ‘tooling-up’ period before the date 
on which insurance benefits are made available. 


“Phase Two—The tooling-up period, during 
which procedures would be worked out coopera- 
tively by professional groups, localities, state, and 
Federal government; agreements arrived at with 
individuals and groups providing medical services; 
and the machinery for actual operations set up. 


“Phase Three—Operations begin, services are 
provided up to the ceiling set by resources as they 
exist at the time. 


“Phase Four—Expansion of services, as the ac- 
celerated increase and improved distribution of 
medical manpower and facilities lift the ceiling, 
until comprehensive services are available to 
everyone, everywhere in the country.” 


PHASE ONE—LEGISLATION 


“The following 12 points indicate some of the 
major items for legislative action in a Federal 
law setting up a system of government insurance: 

“1. Objectives—The law would furnish policy 
guides to the public, provide for services and ad- 
ministration. 

“2. Coverage—The law would determine who 
would make prepayments and who would receive 
benefits. The coverage should be as broad as pos- 
sible. 


“3. Premiums—It is fundamental that rates 
should be based on individual ability to pay—that 
is, be established as a percentage of earnings in- 
stead of as a flat rate. 

“4, Benefits—The benefits should be as com- 
prehensive as possible with only such limitations 
as may be unavailable at the beginning. It should 
be clearly specified that the benefits are to be ad- 
ministered through Federal-state-local coopera- 
tion, with the major emphasis on administration 
at the state and local levels, so that the keynote 
is decentralization and local participation. It 
should be equally clear that payment for services 
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provided through physicians, dentists, nurses, lab- 
oratories, and hospitals would be made at rates 
and by methods mutually agreeable to them and 
the insurance system. 


“5. Guarantees to Insured Persons—The law 
should give explicit guarantees to insured persons 
and their dependents, including guarantees as to 
their rights to benefit solely by reason of their 
insurance; their right to make free choice—in- 
dividually or in association with other insured 
persons—of physician, dentist, hospital, etc., and 
to make a change in that choice; their right to 
have their personal records kept confidential, to 
be protected against discrimination, to make com- 
plaints or appeals before appropriately constituted 
committees, and to have recourse to court review 
of administrative decisions which they believe are 
unfair. 


“6. Professional Freedoms—The law should give 
equally explicit guarantees to the members of the 
professions who provide services, including the 
right to participate in the plan or not, to act in- 
dividually or in groups, to accept or reject patients 
who choose them, to retain control of professional 
aspects of professional service, to choose the 
method of payment for services rendered, to 
negotiate rates or amounts of payment and other 
matters through representatives of their own 
choosing, to make complaints or appeals before 
appropriately constituted committees, and to turn 
to the courts for review of administrative de- 
cisions. Such guarantees would preserve the 
essential freedoms of the professions and assure 
that they could not be ‘regimented’ by administra- 
tive officers. 


“7, Benefits for Rural People—The law should 
make special provisions to meet the needs of rural 
areas and the urban centers which serve them. 


“8. Education and Research—Support of profes- 
sional education, postgraduate training, refresher 
courses and research should be provided. 


“9. State and Local Administration—Since the 
benefits would be provided in local areas under 
state plans, the law should state the minimum 
conditions to be observed by states and localities 
in administering the benefits on a decentralized 
basis. 


“10. Allocation of Funds—The law _ should 
clearly state the policies to be observed in al- 
locating the insurance funds to the states. 


“11. Federal Administration—Administration of 
the national aspects of the program should be 
assigned to a small board of full-time members 
that included both professional and nonprofes- 
sional members, constituted so as to coordinate 
this insurance system with other social security 
and public health programs. The law should also 
establish an advisory council, with members 
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PROFESSIONAL MEN’S PROGRAM 
A PLAN OF 
INCOME PROTECTION WITH LIFETIME BENEFITS 
Available to Eligible Members of the 
MEDICAL — DENTAL — LEGAL Professions 
Summary of Combined Benefits Provided in Policy Form UG 20N—477U Rider of United 
Benefit and PG 20N—745M Rider of Mutual Benefit 
Monthly Double Monthly Benefits Accidental Double Accidental Death Benefit 
Benefit for Specified Travel Accidents Death Benefit for Specified Travel Accidents 
$400.00 $800.00 $10,000.00 $20,000.00 
ACCIDENT BENEFITS 
Regular Specified Travel 
, Indemnity Accident Benefit 
Total Disability, per month for LIFE, if incurred before age 60 _____- $400.00 $800.00 
Total Disability, per month for LIFE, if incurred after age 60 ______- 200.00 400.00 
Partial Disability, per month, for 3 months ~_-__.___--_-_----------- 160.00 320.00 
Physician’s and Surgeon’s Fees, for nondisabling injuries __._.___---- 50.00 50.00 
SICKNESS BENEFITS 
Confining sickness, per month for Nonconfining sickness incurred after 
LIFE, if incurred before age 60__.$400.00 age 59: 
Benefits payable up to twelve full 
Confining sickness, per month for months, per month ___-_____- $200.00 
LIFE, if incurred after age 60____ 200.00 Thereafter — even for a LIFE- 
TIME—per month __________ 100.00 
Nonconfining sickness incurred prior ADDITIONAL BENEFITS 
to age 59: Hospital Benefits (either sickness or 
Benefits payable up to age 60, per accident), per month, up to 3 
ES See ee 200.00 a a 200.00 
Nurse’s Benefits (if hospital confine- 
Thereafter — even for a LIFE- ment not required), either sickness 
TIME—per month _-_-------- 100.00 or accident, up to 3 months _____- 200.00 
ACCIDENTAL DEATH AND SPECIFIC LOSS BENEFITS 
Regular Specified Travel Regular Specified Travel 
Indemnity Accidental Death Indemnity Accidental Death 
Accidental Death __$10,000.00 $20,000.00 Loss of Both Eyes__$10,000.00 $20,000.00 

Loss of One Hand 
Loss of Both Hands 10,000.00 20,000.00 and One Foot ___ 10,000.00 20,000.00 

Loss of Either Hand, 

Loss of Both Feet__ 10,000.00 20,000.00 Foot or Eye _--. 3,000.00 6,000.00 
Features of this Plan 
@ Covers all accidents except aviation and @Pays disability benefits regardless of 
— even covers specified air travel ac- whether disability is immediate. 
cidents. , a . 

@ Pays disability benefits resulting from ac- 
oinee Ge Diane spots aaeeiie, sonata cidental bodily injury (the means or the 
@ Wavier of wom Aol Seevisien. y act causing the injury is not a determining 
@ No reduction in benefits because of occupa- factor in the claim). 

tional change of duties. ® The Companies offer eligible members of 
@ Nonaggregate—full limit of benefits paid your profession policies which guarantee 
for each disability. your right to renew except for these 
@ Double Limb Loss Benefits may be paid reasons only: Nonpayment of premiums; 
in one lump sum or in monthly install- if the insured leaves the practice of the 
ments for life provided total disability is profession; or, if renewals are declined on 
incurred. all like policies issued to members of your 
@ Loss of one hand or one arm may be paid profession in your state. This means that 
in one lump sum or in monthly install- the Companies cannot decline to renew 
ments for as long as five years, provided any individual policy without similarly de- 
total disability is incurred. clining to renew all like policies issued to 
@ No Automatic Termination Age. members of your preneTen § in your state. 
ADDRESS ; =f 
, PROFESSIONAL DEPARTMENT 1 INIT! TE DENT Fy 
Te 1117 BLANDING ol TEE TNEURANC! 
ASSOCIATION .aiie COLUMBIA, §S. C. 
Tell me more about your Professional Policy 
DD: in cincimvmiscstihiticngebinmegidiiiiaenidiininvaibnnaaaaannaa 
TIO . cis sccstincsipact a niin PE canines 
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representing the interested public, consumer and 
professional groups, and with responsibility to 
advise the Federal board. 

“12. Collections—Administration of the insur- 
ance plan, if linked with the existing system of 
national old-age and survivors insurance, could 
take advantage of existing machinery for collec- 
tion of contributions, etc.”’. 


PHASE TWO—TOOLING UP 


“The three-year wait between enactment of 
legislation and the effective date of insurance 
benefits is essential to the program. The ‘tooling- 
up’ period would be employed: (1) To increase 
medical resources—doctors and hospitals, for ex- 
ample—and to encourage their better distribution, 
so as to provide the maximum services possible, 
beginning with the effective date; (2) to set up 
administrative operating machinery; and (3) to 
make certain insured persons and providers know 
their rights and are ready to exercise them.” 


PHASE THREE—OPERATIONS 


“Beginning with the effective date insured per- 
sons and their dependents would obtain the health 
and medical services they need up to the capacity 
of the personnel and facilities existing at that 
time and limits of local availability. 

“The number of persons covered in the United 
States by health insurance will depend on the 
terms of the basic legislation. If the law were 
enacted at once, and coverage made identical with 
that of the present old-age and survivors insur- 
ance system, benefits would be available to some 
85,000,000 persons, counting insured workers and 
their dependents—a little more than 60 per cent 
of the population. 

“When old-age and survivors insurance is ex- 
panded to cover groups not now included, a match- 
ing expansion of health insurance could cover be- 
tween 120,000,000 and 130,000,000 people—nearly 
90 per cent of the population. 

“The ultimate goal is that every person should 
be eligible for insurance benefits.” 


SERVICES OF PHYSICIANS 


“Health insurance should, from the beginning 
make the services of general practitioners of 
medicine generally available to all the insured. 
The plan should cover all the services which a 
legally qualified physician engaged in the general 
or family practice of medicine gives to his patients 
at his office, in the patient’s home, at the hospital 
or clinic, or elsewhere. It should include pre- 
ventive, diagnostic, and therapeutic treatment and 
care, periodic physical examinations, and the pre- 
scribing of necessary drugs and appliances. 

“In metropolitan areas, all important specialists’ 
services—including surgical and obstetrical serv- 
ices—probably would be available at the outset. 
Arrangements would be made for specialists and 
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consultants whenever necessary — for example, 
for obstetrics, pediatrics, major surgery, heart 
disease, cancer, and diseases of the eye, ear, nose 
and throat. In medium-sized and smaller towns 
and in rural areas, the insured would have access 
to some kinds of specialists close by, but would 
probably have to go to urban centers or depend 


on visiting experts for other highly specialized 
services.” 


SERVICES OF HOSPITALS 


“General hospital services would be available to 
most insured persons, though in the first years 
some local deficiencies probably will exist. Hospi- 
tals would continue to be owned and managed by 
their present governing bodies, with full 
autonomy. 

“There would have to be an extra charge if a 
private room were used, and since demand may ex- 
ceed the capacity of hospitals until the building 
program is complete, some limitations on the num- 
ber of days of care probably would be necessary. 

“Dental Care—The extreme shortage of dental 
personnel makes it difficult to estimate the degree 
of availability under insurance. In many com- 
munities it should be possible to provide pre- 
ventive dental care at least for children, and mini- 
mum continuing care for adults. 

“Home Nursing—The availability of home- 
nursing care will be uneven among different 
areas and may have to be limited to serious cases 
until the number of nurses increases.” 


COST OF INSURANCE 


“For the basic services—physicians, hospitals, 
expensive prescribed medicines, and appliances— 
the insurance contributions in the first years after 
the program goes into effect would need to be 
raised from the nominal rate of the tooling-up 
period to about three per cent of annual earnings 
up to $4,800 a year, probably divided between sub- 
scriber and employer. 

“If the dental and home-nursing services start 
on a limited basis and develop gradually, it will 
be difficult to fix a contribution schedule that 
would not require several changes. The cost might 
amount to an additional 0.5 per cent of annual 
earnings at first and rise to about one per cent 
when these services become more adequate. The 
Federal government might consider paying for 
these services out of general revenue. 

“Such financing would be sufficient to pay for 
the services needed by the insured population at 
rates fair to the practitioners and the institutions 
furnishing the services. 

“These expenditures would represent new bur- 
dens on the economy or on the contributors only 
to a limited extent. They would be, for the most 
part, substitutes for expenditures already being 
made, without insurance, for the same kinds of 
services.” 
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PHASE FOUR—EXPANSION 


“With the beginning of operations under Gov- 
ernment insurance, the effect of increased demand 
for services would make itself felt. Total and per 
capita costs for the insurance system as a whole 
will increase =s services expand, but even when 
comprehensive services are available to everyone 
in the country, the contribution rate should not 
rise more than an additional one per cent—to a 
total of four per cent. The Federal government 
might use general revenues to supplement the con- 
tributions, as necessary, in the amounts equivalent 
to a fixed maximum percentage of contributions. 

“One of the first effects would be an increase in 
the amount of recognized illness, an increase in 
the amount of service requested. This would be the 
stage when health insurance brings unrecognized, 
hidden, or neglected illness out into the open by 
making medical care more easily available. 

“After a few years of this, we should expect a 
leveling-off and eventually an actual decline in the 
amount of serious illness. The amount of service 
may continue on a high level, but the proportion 
of preventive services could be expected to in- 
crease.” 


FOURTH HEALTH GOAL 


“*To focus attention on mental health as a lead- 
ing area for medical progress in the last half of 
this century; to promote research in the field of 
psychiatry and in the mental-emotional aspects 
of physical illness; to expand manpower and 
facilities for both preventive and curative work 
throughout the country; to accomplish these objec- 
tives through use of Federal research and other 
Federal assistance.” 


“Over half of all patients in hospitals on any 
given day—some 600,000—are mental patients. 
Every year, 150,000 are committed to mental hos- 
pitals. Some 2,000,000 men were either rejected 
or discharged by the armed services because of 
neuropsychiatric disorders. 


“From 30 to 50 per cent of all patients consult- 
ing doctors have complaints due at least in part 
to emotional disorders; 350,000 people each year 
are disabled from accidents; 60 per cent of these 
accidents stem partly from personality causes and 
nearly one-third of these have no other causes. 

“Of more than 600,000 hospital beds occupied 
by the mentally ill, only about 400,000 meet mini- 
mum standards; moreover, there is an immediate 
need for 307,000 more beds for mentally ill pa- 
tients. Our mental hospitals are severely under- 
staffed and underfinanced. We have 600 psychiatric 
clinics for preventive work, against an immediate 
need for 1,400. We have only a handful of child 
guidance clinics. We need one mental health clinic 
for every 100,000 population.” 
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FIFTH HEALTH GOAL 


“*To enable everyone in the Nation to enjoy a 
healthy, active and productive maturity, by con- 
trolling chronic diseases—the greatest single bar- 
rier to achievement of this goal—and by relieving 
the other physical, mental, and social problems of 
adult life.’ 

“Half of the population is now over 30 years 
old, whereas in 1800 the median age was 16 for 
the entire country. We now have 10,000,000 people 
over 65 years old; by 1975, their number will 
probably have doubled to 20,000,000. More than a 
third of the Nation by that time will be 45 years 
old or more. 

“This population trend will mean a further in- 
crease in chronic diseases unless we can make 
rapid progress toward bringing them under con- 
trol. Older people are responsible for 70 per cent 
of all invalidism and partial disability. Of the 
total death toll of 1,402,000 in 1945, chronic 
diseases were responsible for 1,014,000. These 
deaths are divided as follows: Heart disease, 424,- 
000; cancer 177,000; brain lesions 129,000; 
nephritis 83,000; tuberculosis 53,000; diabetes 
mellitus 35,000; and other chronic conditions 113,- 
000. 


SIXTH HEALTH GOAL 


“*To rehabilitate the 250,000 men and women 
who become disabled through illness or injury 
every year so that they can be restored to the most 
nearly normal life and work of which they are 
individually capable.’ ” 

“Each year about 250,000 men and women are 
so disabled by injury or disease that they become 
incapable of holding a job or of enjoying a normal 
life. Relatively few of this number suffer impair- 
ments so severe that they must always lead 
sheltered lives.” 


SEVENTH HEALTH GOAL 


“*To assure to every child in the country the 
utmost degree of health, a condition in which all 
his physical and mental powers are functioning 
at their best; to do this through a national plan 
that will build progressively toward complete 
medical care and social, psychological and health 
services for all children and mothers in child- 
birth.’ ” 

“Each year 162,000 people under 20 die, although 
we have the knowledge and the skills to save the 
lives of nearly half of these.” 


EIGHTH HEALTH GOAL 


“Planning and action in every community and 
every state, directed toward providing the best 
possible health conditions for all their people, by 
assuring adequate local supply of needed services, 
and by organizing the local agencies of health— 
doctors, hospitals, public health departments, 
voluntary groups—into effective teamwork for the 
welfare of the entire community.’ ” 
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NINTH HEALTH GOAL 

“*To establish everywhere local health units 
with full-time qualified staffs adequate to the 
needs of the population; to increase and improve 
the training of public health workers to the end 
that their numbers shall be doubled as rapidly as 
feasible.’ ” 

“Our national deficiencies in the field of local 
public health departments are extreme: 

“There are 40,000,000 people in some 1,200 
counties either without a public health department 
or with departments that have only a part-time 
health officer. 

“There are 96,000,000 people in the rest of the 
country served by inadequately staffed public 
health departments. 

“Only 7,000,000 people in the entire country are 
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HORACE G. SMITHY 


Dr. Horace G. Smithy, Jr., who performed one of 
the first successful heart valve operations in medical 
history, died in a Charleston hospital on October 29, 
at the age of 34, of rheumatic heart disease. 

A native of Virginia, Dr. Smithy received his educa- 
tion at the University of Florida and the University 
of Virginia School of Medicine. He served his intern- 
ship and residency at Roper Hospital and later joined 
the faculty of the Medical College of the State of 
South Carolina. He was assistant professor of ey. 

Dr. Smithy gained nation-wide recognition early 
this year after he performed an operation on Miss Betty 
Lee Woolridge, 21 years old, of Canton, Ohio. 

Dr. Smithy is survived by his parents, his widow 
and two daughters. 





LONIE C. FLOYD 


Dr. L. C. Floyd, physician and farmer, died at his 
home on oveeiber 2, after a lingering illness. He was 
66 years of age. 

Dr. Floyd. attended Clemson College and was 
graduated from the Medical College of the State of 
South Carolina (Class of 1910). He practiced his 
profession in Olanta until his health failed. He is 
survived by his widow and two sons, Dr. L. C. Floyd, 
Jr. and Kenneth D. Floyd, both of Florence. 





JOHN P. DuPRE 


Dr. John P. DuPre, 75, ? of the Medical Col- 
lege of the State of South Carolina (1903), died at 
his home in Fountain Inn on November 15 after an 
extended illness. 

A native of Charleston, Dr. DuPre began his practice 
in Spartanburg and then moved to Fountain Inn in 
1913 where he lived until his death. He is survived 
by two sons and two daughters. 





JOHN HENRY MILLER MADDEN 


Dr. J. H. M. Madden, 35, died at the Columbia 
Hospital, November 21, after an illness of five weeks. 
A native of Columbia, Dr. Madden secured his 
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served by public health staffs that fully meet the 
minimum standards laid down by experts in this 
field. 

“In 1946 approximately $67,000,000 was spent 
for local health services throughout the Nation, 
Contributions were divided as follows: Com- 
munities 75 per cent; states 6 per cent; Federal 
government 18 per cent; and voluntary agencies 
1 per cent. 

“*T recommend, therefore, that the present sys- 
tem of Federal grants-in-aid through state health 
departments be expanded promptly, and that the 
Federal government appropriate $250,000,000 for 
this purpose during the next five years. The ap- 
propriaticx should be increased promptly to 
$40,000,000 annually and by 1953 should rise to 
$58,000,000.’ ” 





education at Clemson College (1935) and Johns Hop- 
kins Medical School (1939). Following three years 
of hospital training at Duke Hospital he entered the 
U. S. Army where he served for five years, being dis- 
charged with the rank of a Major. Much of his time 
in service was spent in the China-Burma-India area. 
Upon return to civil life he located in Columbia as an 
associate to his brother Dr. L. Emmett Madden, in the 
field of internal medicine. 

Dr. Madden is survived by his mother, three sisters 
(one of whom is Dr. Ethel Mae Madden, pediatrician 
of Columbia), and his brother. 








CORRESPONDENCE 








VETERANS ADMINISTRATION 
WASHINGTON 25, D. C. 


April 27, 1948 


Dr. Morris Fishbein 

Editor, The Journal of the 
American Medical Association 
535 North Dearborn Street 
Chicago, Illinois 


Dear Dr. Fishbein: 


It has come to my attention that considerable mis- 
understanding has developed throughout the medical 
profession concerning the establishment of fees for 
medical services to be paid private physicians par- 
ticipating in the so called “Home Town Medical Care 
Program for Veterans.” It has been contended that the 
Veterans Administration has arbitrarily established a 
Fee Schedule which represents the maximum amount 
which may be paid for any given service and which is, 
in effect, a National Fee Schedule. It has also been 
contended that the various State Medical Societies and 
other interest groups were not consulted when this 
Fee Schedule was adopted. * 

In order to clear up ahy misunderstanding regarding 
this matter, it is desired to emphasize that my 
predecessor, Dr. Paul R. Hawley, had no intention at 
any time of establishing a National Schedule of Fees, 
nor do I contemplate doing so. However, the Fee 
Schedules originally submitted by the various State 
Medical Societies, when the “Home Town Medical 
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Care Program” was inaugurated, varied so widely in 
format, terminology, and fees for similar or identica 
services, that it was deemed advisable to establish a 
uniform. Fee Schedule Format and to set up tentative 
fees which could be used as a guide by the various 
State medical Societies when submitting their pro- 
posals for the furnishing of medical care to veterans. 
This uniform Fee Schedule Format was formulated by 
the Professional Group of National Consultants to the 
Chief Medical Director. This Group, representing the 
various specialties in medicine and surgery, is com- 
posed of eminent physicians from all parts of the 
country. Tentative fees were set up in the format after 
a careful analysis of Pre-Paid Medical Care Plan, 
Workmen’s Compensation and Insurance Fee Sched- 
ules, and also the Fee Schedules in effect in the varidus 
States having agreements with the Veterans Ad- 
ministration. As was to be expected, considerable 
variation occurred in the Fee Schedules reviewed. 


The Professional Group of National Consultants made 
every effort to arrive at fees that were considered to be 
within reasonable limits and which would, as nearly 
as possible, allow a uniform provisional fee schedule 
for use as a guide in facilitating and expediting the 
ureparation of agreements between State Medical 
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Societies and the Veterans Administration. 


Further attempt was made to provide for elasticity in 
the charges for certain operations or other services 
which seemed to evoke more than average contention 
by listing the minimum and maximum amounts con- 
sidered equitable. These items bear the notation “AA”, 
which indicates that the fee for the given service is to 
be determined by arbitration and agreement between 
the Veterans Administration and the Medical Society 
concerned. 
May I reiterate that the Veterans Administration Fee 
Schedule Format is in no sense to be construed as an 
arbitrary or National Fee Schedule. Furthermore, it 
is subject to periodic review and such modification as 
conditions may indicate. 
If it meets with your approval, I would appreciate it 
very much if you could possibly arrange to publish 
this as an open letter in the Journal of the American 
Medical Association. I should like this to reach all of 
the physicians throughout the country, and I know of 
no better way to do it than through the Journal. 

Very truly yours, 

/s/ Paul B. Magnuson 

PAUL B. MAGNUSON 

Chief Medical Director 
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PUBLIC RELATIONS AMBASSADORS 
By William F. Doscher, Assistant Director, 


Public Relations Dept., American Medical Association 

With your indulgence, I should like to speak for a 
few minutes on just three public relations points. 

To me, the three points are the most’ important 
public relations challenges which face the Woman's 
Auxiliary—state by state—today and tomorrow. 

First of these challenges was injected by Dr. Ed- 
ward L. Bortz in his report to the House of, Delegates 
of the AMA in Cleveland in January of this year. 

Dr. Bortz pointed out—“The Auxiliary is now 
beginning to assume its rightful role. It represents 
probably our most effective instrument in the field of 
public relations, which, unfortunately, has been most 
neglected. 

“As with all of us, the first need for the, members 
of the Auxiliary is to be basically well-informed on the 
issues at stake. All of us should obtain the recent 
factual material which carries controversial issues 
facing medicine today. The first responsibility is to 
have a clear conception of our job and how*we mean 
to carry it on.” 

There is our number one point. Know and define the 
public relations issues confronting your state society, 
and relate these issues to your program activity. 

Though easy to say, that’s not easy to do. 

Some folks don’t recognize even certain obvious 
public relations responsibilities. 

Lester Perry, Executive Secretary of the Penn- 
sylvania Medical Society reports the following true 
episode. He says, “A friend of mine was motoring 
through Texas last summer following an gid farmer 
who was driving a dilapidated jalopy. 


Delivered at annual conference of the Woman’s 
Auxiliary to the American Medical Association, 
Chicago, on November 4, 1948. 


“Presently the old Texan slowed down and pulled 
to the right of the road ahead, as though he were 
going to stop. Just as my friend stepped on the gas to 
pass the battered car made an abrupt left turn. You 
can gues what happened. 


“When the cars were finally untangled, the jalopy 
could hardly be recognized. The old Texas farmer was 
unhurt but plenty angry. When he became abusive, 
my tourist friend reminded him that slowing down 
and pulling to the right did not indicate a left turn. 


“Furthermore,” he added, “you didn’t even give me 
a signal.” 

“Signal, bunk” the old farmer yelled, as he pointed 
to a dirt road into which he had intended to turn, 
“Everybody knows I live right up there.” 


Well, of course, everybody does not know he lives 
right up there—just as everybody does not know what 
the Woman’s Auxiliary is doing to help solve the 
health problems of this nation. 


Folks in your community do not know what your 
— relations program is—how it works—how it bene- 
ts the community and the state and the nation. They 
won't know unless you tell them—not just once but 
over and over and over again. 


Another way of saying it is that your statewide 
health objectives must be sold to the public by you— 
through every publicity device in your command— 
newspapers, radio, bulletins, meetings, displays, talks, 
infiltration into other groups and every other media at 
your disposal. That is a public relations responsibility. 


After consultation and agreement with your State 
Medical Society, your Auxiliary chooses its targets for 
the year and OF nel wm | in developing sound 
public relations activities. This is my second point. 


From political results growing out of this week's 
election, the clarion call has sounded for us all. Our 
primary public relations target is selected for us. 
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It is exposing the dangers and evils of a system of 
socialized medicine as that system is practiced in 
Germany and England. 


Medicine, in 1949, will be at the crossroads con- 
fronted with the imminent danger of surrendering to 
government control, or of organizing as it has never 
before organized to expose the nature of politically- 
controlled medicine, and to fight it. 


Perhaps before the House of Delegates of AMA 
takes an official stand toward any health bill which is 
likely to be proposed next year, we can examine the 
facts. 

The estimated cost of Oscar Ewing’s proposed 
National Health Program which covers the creation of 
community hospitals, clinics, district hospitals, special 
hospitals, medical centers, free medical, surgical, 
dental and hospital care, home nursing and a host of 
other health and sociological activities, will be nine 
billion, nine hundred millions of dollars annually; this 
incidentally, in addition to the five billion, five hun- 
dred millions of dollars now contributed each year to 
government by labor and capital for social insurance. 
Such sum will be greater than the amount spent for 
national defense for 1948 and greater by billions of 
dollars than the entire national annual budget, in- 
cluding debt retirement of the United States govern- 
ment for the separate years from 1929 to 1939. The 
ultimate goal is 100% coverage for every man, woman 
and child. Guarantees of professional liberties are 
dictated in Mr. Ewing’s bill of rights for the doctors, 
dentists and others, but under governmental domina- 
tion and guidance of those liberties, rights and privi- 
leges are quickly reduced to political slavery. The gov- 
ernment thus proposes to become the shepherd of our 
ills, of our souls; the custodians of every stomachache, 
ear irritation, appendix, gall bladder, pregnancy and 
a thousand and one other diseases and maladies. Born 
at l—dead at 150—with government’s prescription. 
Medicine’s most deadly enemy today is not cancer or 
coronary; it can be pernicious political medicine. 


The German people’s experience with social insur- 
ance makes intriguing history. Introduced in 1883 by 
Bismarck, it became a powerful political weapon of 
Hitler's, who found that the German people were 
willing to sacrifice liberties for false security. You 
know, to your sorrow, the worsening plight of the 
English doctor today. 


To develop awareness of the true dangers of com- 
pulsory health insurance takes imagination, time, and 
conscientious follow-through, but it will have to be 
done unless we are to weakly yield. 


For public relations assignments, you need your 
best brains and talent, your most loyal workers. 
Nothing less will do, and I am certain that you can 
easily see why. 


Dr. George A. Schenewerk, chairman of the on-its- 
toes public relations committee of the State Medical 
Association of Texas, in an article for the Texas Hos- 
pitals Magazine, made this statement: “No organiza- 
tion can hope to build a good, effective, public rela- 
tions program if it begins at the ‘public’ stage. It must 
start at the policy stage and with the people who make 
up the organization.” 

Dr. Schenewerk here demonstrates the essential 
starting point of a public relations program. That is 
right within your own inner state executive councils. 

Sitting down together with plenty of time to think, 
and with pencil and paper on the table in front of 
your group, armed with copies of your state program 
for the year, you are ready to discuss ways and means 
of selling it to the public. Your state Advisory Council 
members will appreciate an invitation to attend, and 
should have valuable contributions to make. Your state 
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public relations chairman will call the meeting to 
order and in general act as chairman. She shoudl be 
well-briefed in advance, and know what she hopes 
the PR program will accomplish. 

You then go through the following steps—each in 

great detail: 

1. What specifically, are our state public relations 
goals? 

2. Have we put them down in writing? Do our 
members know them? 

3. What media are we to use to put them into best 
effect? Newspapers — radio — bulletins — meet- 
ings — talks or what? Which person is in charge 
of each of these media? Does she know how to do 
her job? Who can help her do her job? 

4. What special functions have we in mind for the 
media people—a lunch for news reporters—for the 
radio people—joint relations meetings with can- 
cer, heart, tuberculosis groups—letters to county 
medical society bulletin editors—talks with con- 
sumer groups and housewives — meetings with 
clerygmen, teachers, or workers’ wives. 

5. You discuss these steps carefully on a statewide 
level—then take the time and trouble later to 
visit and go over them in a_properly-revised 
form with your county public relations chairmen. 

6. After this groundwork is laid, all that remains to 
be done is the periodic follow-up and checking 
to see that the job is being done—that’s all. 


My third and last point brings the public relations 
of your Auxiliary home to roost where it really belongs. 
It is just this—Woman’s Auxiliary public relations is 
YOU. The public relations program of your state 
auxiliary is yourself in the final analysis. 

To non-medical people, you are a public relations 
associate of your doctor husband. Do you realize what 
this can mean to your contacts with groups of people? 

As a doctor’s wife, each member of your Auxiliary 
is a_representative of the medical profession. How 
should Mrs. Doctor represent the profession? 


Well, for example, an individual woman can do a 
great deal toward combatting political compulsion in 
medicine. 

Your members can themselves be leaders in getting 
the facts. They can read up on it in the magazines— 
Hygeia editorials, Time, Newsweek, Better Homes 
and Gardens, Ladies’ Home Journal, Saturday Evening 
Post, National Physicians Committee publications. 


Armed with the facts, Mrs. Doctor can actually be 
the diplomatic expert on socialized medicine in her 
own home. Many doctors are too busy healing the 
sick and studying new medical-scientific trends to 
study the social and political aspects of their profes- 
sion. Intelligent women, I think, have a special ability 
and agility to sense the subtle attacks on the freedom 
of the profession made by power-seeking bureaucrats. 
They can arm their own husbands with the facts and 
encourage him to express himself to others in his com- 
munity about this alarming problem. 


In your own quiet, influential way, you can simply 
resent the facts so that those who know you will at 
east not be ignorant of the dangers inherent in gov- 

ernment medicine, beginning, as it does, with a sweet- 
sounding compulsory health insurance program— 
apparently for the whole good of all the people! 


_ It is natural for doctors’ wives who have so many 
interests in common to enjoy eAch others company 
socially. That’s fine. But what good public relations 
asks is that Auxiliaries do not solely concentrate on 
social activities. Nothing could create a poorer impres- 
sion on state and local newspapers and on the com- 


munity. Each time a county publicity chairman writes 
a story for the newspapers, she can stress the social 
service and health and welfare activities of your meet- 
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ings rather than the purely social ends. Otherwise the 
general public begins to think of doctors’ families as 
socialites rather than as thoughtful persons who have 
a sincere interest in the general welfare of the public. 

So public relations is you. And that is the last of my 
three basic public relations points today. 
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First point was—know the issues and relate them to 
your state program. The second point—choose your 
specific state targets for the year and around them 
build your program. The third. point—public relations 
is you. 

And so—it’s up to you! 








BOOK REVIEWS 








A-B-C’s of Sulfonamide and Antibiotic Therapy 
by Perrin H. Long, M.D., F.R.C.P., published by 
W. B. Saunders Company, Philadelphia and 
London—1948. 


This is a new book “designed for the use of practi- 
tioners of medicine and surgery.” Dr. Long has in- 
corporated his wide experience in the field and here 
produces a simple concise statement of practical 
aspects of the use of proved agents in the treatment 
of infections processes. Dosage schedules are given 
for sulfanilamide, sulfadiazine, sulfamerazine, and 
penicillin. The clinical pharmacology and toxicity of 
these and streptomycin are discussed. Methods of 
preparation, drug resistance, and hints on the use of 
sulfonamides and antibiotics complete the first aon 
comprising fifty-six pages. The remaining one hundred 
and seventy pages deal with clinical applications under 
specific diagnostic title. Here Dr. Long presents con- 
cise statements of etiology, specific therapy, auxiliary 
therapy and comment on each disease. The listing is 
very complete and should cover most situations with 
which the practitioner will be faced. The author “de- 
bunks” several frequently used but disproven treat- 
ment plans. Every practitioner should find this small 
volume an asset. 

W.M.H. 





Your Baby, The Complete Baby Book for Mothers 
and Fathers, by Gladys Denny Shultz and Lee 
Forrest Hill, M.D., with photography by Joseph 
Di Pietro and line drawings by Reisie Lonette, 
published by Doubleday & Company, Inc., Garden 
City, New York—1948. 


This is a very attractive and complete book cover- 
ing the baby’s care from conception to six years. The 
volume is well illustrated and indexed providing 
pleasant reading and easy understanding. Contrary to 
most “baby books” a decided bow is made to the 
father and one gets the impression at times that this 
is being overdone. Practical discussions of common 
infant problems are clearly stated so that they should 
be well understood and comforting to worried parents. 
The section on foods is quite clear and should be help- 
ful to the mother. As many “literal” mothers are prone 
to be hindered rather than aided by any book the 

hysician should be aware of the parents’ potentials 
a advising the use of this contribution. The last 
thirty-four pages offer a space for recording the growth 
and development of the infant. This is probably a poor 
addition as it will tend to turn a reference book for 
use over a short span into a lasting keepsake and the 
height of the book does not permit it to be placed on 
a standard shelf. Furthermore, this section will not 
fill the bill for twins or families with more than one 
child—and pediatricians abhor an only child. 

W.M.H. 





Synopsis of Pediatrics, Fifth Edition, by John 
Zahorsky, M.D., F.A.C.P., assisted by T. S. Zahor- 
sky, M.D., published by the C. V. Mosby Company, 
St. Louis, Missouri—1948. 

This is the continuation of the pediatric part of the 
Synopsis series. An effort is made to include the ad- 
vances made in the past five years. However, in read- 
ing this volume one feels like he is reading an old 
text of historical interest. The newer therapeutic 
agents are given only a passing nod. Penicillin is given 
only a brief mention and streptomycin treated even 
less well. Antisera no longer available are recom- 
mended. The indexing is carelessly done. It is doubt- 
ful if the volume will be anything but a hindrance to 
ees or student until a complete re-writing is 
done. 





W.M.H. 
THE ACUTE BACTERIAL DISEASES — Their 
Diagnosis and Treatment — Harry F. Dowling, 


M.D. — W. B. Saunders Co. (Philadelphia) 

“This book is written with the purpose of com- 
bining the new order of diagnosis and treatment with 
that which is worthwhile in the old order. It is in- 
tended as a practical guide for physicians and 
interested students.” So states the author in his 
preface. After a perusal of the book, we believe that 
the author has done what he set out to do. 

The first section of the volume deals with general 
diagnosis of bacterial diseases along with a broad 
discussion of the various measures used in treatment 
(sera, sulfonamides, penicillin, streptomycin). Part 
2 and 3 take up the diseases caused the cocci-pre- 
senting in clear and readable form the diagnosis of 
each disease along with general and specific methods 
of treatment. The last section discusses the bacterial 
diseases in which entotoxins are a major factor. 

We unhesitatingly endorse this book for a place 
amongst that small number of volumes which the 
busy physician keeps on his desk for constant and 
quick reference. 





Dihydrostreptomycin, the new drug which pro- 
duces oa less nerve damage than strepto- 
mycin, of which it is a derivative, is now available to 
the medical profession on a nation-wide basis, it was 
announced today (Thursday) by Carleton H. Palmer, 
Chairman of the Board of E. R. Squibb & Sons. This 
announcement followed publication of the official 
notification in the Federal Register through the U. S. 
Food and Drug Administration and an announcement 
by the editor of the American Review of Tuberculosis 
summarizing the papers of leading clinicians to appear 
in the November issue of that journal. 

According to E. R. Squibb & Sons, all thirteen of 
the company’s branches throughout the U. S. are sup- 
plied, and full-scale commercial production is pro- 
ceeding at the company’s manufacturing laboratories 
in New Brunswick, N. J. Dihydrostreptomycin is avail- 
able at no increase in price over forms of streptomycin 
hitherto available. 
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NEWS ITEMS 








Dr. William Weston and Dr. William Weston, Jr. of 
Columbia have announced the association of Dr. 
Benton Burns in the practice of pediatrics. 





Dr. Harry B. Mustard, Jr. has opened offices in 
Anderson where he will practice pediatrics. 





Dr. John L. Bruce of Florence has announced the 
association of Dr. W. Leslie Mills in the practice of 
genera! medicine and surgery. 





Dr. John R. Timmons and Dr. Frances Lovejoy 
Timmons have announced the opening of offices in 
Columbia for the practice of general surgery and 
gynecology. 





Dr. J. Warren White of Greenville has been ap- 
pointed by the United States Army to serve on a com- 
mission to survey orthopedic problems in Japan. Con- 
gratulations, Warren. , 


SOUTHEASTERN ALLERGY ASSOCIATION 
BULLETIN 
The fourth annual meeting of the Southeastern 


A 
A POPULAR LOW-PRICED 





X-RAY 
UNIT 
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The H. G. Fischer & Co. De Luxe “TC’’ Shockproof X-ray 
Unit with Roentgenographic Table represents the finest 
X-ray apparatus from the standpoint of power and 
flexibility of control. Available in two capacities: 30 Ma. 
and 50 Ma. ; 
Get the facts today on this high-quality, low-cost X-ray Unit 
designed for small floor space and easy operation. 


LAWRENCE A. RAGGIO 


P. O. Box 583 Rock Hill, South Carolina 
Distributor for H. G. FISCHER & CO. 


Allergy Association will be held at the Washington- 
Duke Hotel, Durham, N. C., on Saturday and Sunday, 
January 22 and 23, 1949. 

Plans for the program are progressing nicely. Dr. 
George Rockwell, president of the American College 
of Allergists, and Dr. Walter Winkenwerder, president 
of the American Academy of Allergy, are to be the 
guest speakers. There will be a panel on “Infectious 
Asthmas” headed by Dr. Oscar Swineford and a panel 
on “Food Allergies” headed by Dr. Hal Davison. 

This year the program committee is asking for two 
volunteers to present papers at the afternoon session. 
These papers will have to be limited to 20 minutes, 
with 10 minute discussions. Anyone desirous of pre- 
senting a paper, please get in touch with the secretary 
at once. 

Saturday noon there will be an informal luncheon 
for members. Saturday night there will be the regular 
banquet, to be held at the Washington-Duke Hotel. 
As usual, this will be the time for all the wives to 
renew their acquaintances, so be certain to bring your 


e. 
Make your hotel reservations directly with the 
hotel—and it is suggested that this be done early! 





Wanted .... 
RESIDENT 
PHYSICIAN 


Resident physician wanted for private sanita- 
rium located in Orangeburg, 8. C. Experience 
in psychiatry preferred. Must be able to 
furnish good references or do not apply. If 
interested write P. O. Box 765, Orangeburg, 
South Carolina. 


P. O. Box 765 
Orangeburg, S. C. 
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INDEX FOR VOLUME 44 


AUTHOR INDEX 


In this Index are the names of the authors of 
original articles which have appeared in the Journal. 
Subject Index follows. 

A 
Adcock, D. F.: See Durham, R. B. 
Allison, H. M.: See Parker, Jack D. 
B i 
Ball, F. Macnaughton, Calcareous pancreatitis and 
diabetes, 325 (Oct. ) 
Beach, M. W., A clinical consideration of the 
erythrocytic sedimentation rate, 302 ( Sept.) 
Beach, M. W. and Conrad, Clyde D., Physiopatho- 
logical discussion of jaundice in early life, 5 (Jan.) 
Bridgers, William H., Symposium: modern manage- 
ment of certain chronic diseases of middle life, 

381 ( Dec.) 

Bunch, George H., The prevention and the treatment 
of acute cholecystitis, 297 ( Sept.) 
Cc 


Cantey, William C.: See McCutchen, George T. 

Carter, Holland M., Jr., Public health and protein 
nutrition, 195 (June) 

Coleman, Ralph R., Acute porphyria, 117 (April) 

Colvin, E. M.: See Wallace, Furman T. 

Conrad, Clyde D.: See Beach, M. W. 

Cook, Weston C.: See Moore, Austin T. 

D 

Dawson, George R., Jr., Advances in orthopedic sur- 
gery, 160 (May) 

Dotterer, Thomas D., The management of infantile 
diarrhea and dysentery, 158 (May) 

Durham, R. B.; Adcock, D. F.; and Sweatman, C. A., 
A case of dysgerminoma with description of recur- 
rence, 190 (June) 

F 

Fisher, Samuel H.: See Judy, Will S. 

Fitz, Reginald, On friendliness, 377 ( Dec.) 
H 

Harvin, John R.: See Beach, M. W. 

Holmes, Gertrude R., Peptic ulcer of the esophagus, 
193 (June) 


J 

Judy, Will S. and Fisher, Samuel H., X-Rays in the 
treatment of common inflammatory conditions, 155 
(May) 

L 

Lander, W. Tertsh, Coronary occlusion, 15 (Jan.) 

Lassek, A. M., The human pyramidal tract XVII, 78 
(March) 

Lippert, Karl Morgan; Potozky, Henry; and Nolan, 
Lewis E., Carcinoma of the terminal ileum, a case 
study, 123 (April) 

M 

McCutchen, George T. and Cantey, William C., Phle- 
bothrombosis, 37 (Feb. ) 

Moore, Austin T. and Cook, Weston C., The lame back 


with or without sciatica, 41 ( Feb.) 
Moore, J. C., Rabies, 43 ( Feb.) 
N 
Nolan, Lewis E.: See Lippert, Karl Morgan 
P 
Parker, Jack D. and Allison, H. M., A_ ten-year 
maternal mortality review—Greenville hospitals, 269 
( Aug. ) 
Pitts, Thomas A., Fifty years, 1 (Jan.) 
Potozky, Henry: See Lippert, Karl Morgan 
Pratt, J. M., Mental Hygiene clinic in Spartanburg, 
127 ( April) 


Quillian, Warren W., Looking backward in pediatrics— 
a challenge for the future, 263 (Aug. ) 
R 
Robertson, Henry C., Jr., Tetanus: incidence and treat- 
ment, 73 (March) 
S 
Seibels, Robert E., The vaginal spread: its usefulness 
as a diagnostic aid in 1000 cases, 349 ( Nov.) 
Smith, George C., Epidermal sensitivity due to strepto- 
mycin, 164 (May) 
Smith, George C.: See Zimmerman, Robert J. 
Sweatman, C. A.: See Durham, R. B. 
V 
Van Winkle, Walton, Jr., New research discoveries, 
330 (Oct. ) 
W 
Wallace, Furman T., Operative treatment of intestinal 
obstruction, 306 (Sept. ) 
Webb, John K.: See Wootters, John H. 
Wilson, James L., Outline of essential treatment of 
bulbar poliomyelitis, 354 ( Nov.) 
Wootters, John H., Hemorrhage into an adenoma of 
the thyroid, 329 ( Oct.) 
Wyatt, Thomas D., Drug laws, 358 ( Nov.) 


Z 
Zimmerman, Robert J. and Smith, George C., Granu- 
loma inguinale — report of 85 cases treated with 


streptomycin, 267 ( Aug.) 
SUBJECT INDEX 


This is an Index to all reading matter in the 
Journal. It is a Subject Index and one should, 
therefore, look for the SUBJECT word, with the 
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